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DWIGHT McGEE of Lancaster, Ohio, wearing two Hangar Arms, 
can write, shave, use a knife and fork, drive an automobile, and 
says he can do about anything an ordinary person can do. Hanger 
Arms are custom-made to fit the wearer's stump and his partic- 
ular daily needs, and are carefully fitted by experienced Hanger 
fitters. Arms can be furnished with cosmetic or mechanical hand 
and hook. 
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Amendment to Constitution and By-Laws 


FOLLOWING A RECENT MAIL VOTE OF THE 
BOARD OF OFFICERS AND THE HOUSE OF DELEGATES, 


ARTICLE I, SECTION 2 OF THE BY-LAWS, PERTAINING 


TO MEMBERSHIP, HAS BEEN AMENDED TO READ AS 
FOLLOWS: 


(a) To be eligible for active membership an individual must 
possess a degree from an accredited college or university 
with a major in physical education, plus a year’s exper 
ience under a doctor in a program of physical rehabilita- 
tion, mental rehabilitation, or reconditioning. 


(b) Or be a graduate of a course leading to a master’s degree 
in the field of physical or mental rehabilitation, subject 
to the approval of the Professional Standards Committee. 

(Same) 


(c) Or has practiced Corrective Therapy before the date of 
January 1, 1951 for one year under a medical doctor in 
a recognized hospital program of Physical Medicine and 
Rehabilitation, and was classified under the standards of 
the U. §. Civil Service Commission as a corrective therapist 
or an exercise therapist .This membership is subject to the 
final aproval of the Professional Standards Committee. 


(d) All active members of the Association for Physical and 
Mental Rehabilitation agree that they will apply the 
techniques and skills of Corrective Therapy, Exercise Ther- 
apy, Physical Reconditioning, Physical Rehabilitation for 
the Blind, and Corrective Physical Education only upon 
the written prescription of a licensed doctor of medicine. 
(Same) 

THIS AMENDMENT HAS BEEN FORWARDED TO THE 

CHAIRMAN OF THE CONSTITUTION COMMITTEE FOR 

INCORPORATION INTO THE BY-LAWS OF THE ASSO- 

CIATION. 


STANLEY H. Wertz, Sec’y. 
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REMEMBER THE MILWAUKEE CONVENTION? 


Are you making plans now, 


to attend the 


Washington Convention? 


Dates: July 20-24, 1953 


Place: Hotel Mayflower, Connecticut Avenue 
at DeSales Street 


MAKE THIS SEVENTH ANNUAL CONFERENCE 
THE GREATEST IN THE HISTORY 
OF THE 


Association for Physical and Mental 
Rehabilitation 
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RELAXATION IN DISEASE AND DISABILITY: 
AN ORIENTATION 


JOHN H. KUITERT, Lt. Col., and ROBERT C. TEMPLER, Capt. 


Physical Medicine Service 
Walter Reed Army Hospital 
Washington, D.C. 


“What you need to do is learn to relax.” Many 
times professional as well as nonprofessional people 
give this advice to their clients and friends who seem 
to be “tense.” It is all well and good to make such a 
statement, but what is “tension” and just how does 
one learn to relax? ““Tension” may be regarded as 
the preparation of the body for action, either physical 
or mental. 

Concern over tension is universal. We all have 
cares, difficulties and troubles. Professional people, 
particularly, feel the strain of a heavy schedule. 
Absenteeism in industry focuses attention upon the 
expendability of human resources and the Armed 
Services are continually seeking techniques for re- 
leasing personnel from the peril of fear and forced 
prolonged inactivity, 

Human resources are more essential for the wel- 
fare and perpetuation of any culture than material 
or economic resources, hence, their protection is all- 
important. No culture can survive and mature unless 
citizens are protected from threats to their physical 
and mental well-being and can be helped to recuper- 
ate quickly from fatigue and strain, The accent is not 
only on the conditioning process for fitness, but on 
the reconditioning process as well. 

We are never satisfied with our accomplishments 
and continually strive to get more work done each 
day; for many people, the ability to recuperate 
quickly from such strivings and to restore vitality is 
difficult. The problem of how to achieve economic, 
professional and social success while maintaining 
composure and vitality is a real one. We must learn 
to recognize various signs of tension in the nervous 
and muscular systems and be able to bring relief by 
means of relaxation procedures. We cannot help our 
patients to relax until we ourselves are relaxed! 

The following signs and symptoms are obvious 
marks of tension: 

1. General appearance—body, clothing and_pos- 
ture, 

2. Body types—height and weight disproportions 
and weight relationships. 

3. Circulatory changes — cold hands, sweating 
palms. 

4. Gastrointestinal changes—constipation or diar- 
rhea. 
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5. Hyperactivity of other hollow organs—urinary, 
bladder, uterus. 

6. Behavior mannerisms — extra motility, trem- 
bling, rigidity, hunched shoulders, arrested move- 
ments and immobility. 

7. Posture—senile stoop and slumping body seg- 
ments, 

8. Restriction of joint flexibility. 

9. Restriction in breathing. 


10. Insomnia. 


Emotional factors such as anxiety, conflict, depres- 
sion and fear have their share of responsibility for 
neuromuscular tension. The extent of muscular pain 
depends upon the patient’s psychological threshold. 
Nervous tension is often focused in the musculature 
of the upper left thorax and is of much concern to 
the patient worried about his heart. Pain in the right 
chest, however, doesn’t seem to cause nearly as much 
worry, although it may warn of a lung cancer! 

The body and mind together make up what is 
known as a psychosomatic unit or personality, Abnor- 
mality in one area tends to produce a general abnor- 
mality, Treatment, whatever its kind, should be com- 
plete and should take into consideration this fact. A 
condition involving fracture of a femur is a good 
example. In addition to the reduction and splinting 
of the fracture (the specific treatment) , general treat- 
ment, in the form of reassurance and reconditioning, 
must be provided the patient. 


Reciprocal graduated activity and rest form the 
general basis for all therapy. There is a general feel- 
ing that graduated activity should not only have a 
purpose, but should also be stimulating enough to 
hold the attention of the patient. The other phase of 
healing, namely, rest, should be equally purposeful 
and should stimulate the attention of the patient. 
There are stages and times in acute disease condi- 
tions when the administration of sedatives is neces- 
sary. However, as soon as voluntary activity is per- 
missible, controlled voluntary relaxation is desirable. 
Merely to advise a patient to relax or rest is not 
enough when his discomfort is both physical and 
mental. He must be shown how to relax and how 
to rest. 





All injury, disease, and disability is accompanied 


by a state of physical and mental tension, This tension 
taps the reservoirs of energy and prevents the body 
from resting and regaining its power. A_ protective 
spasm is the natural reaction of the body to physical 
or emotional injury. This is illustrated in the case ol 
the spasm surrounding the fractured femur, or in the 
loss of memory in emotional shock. Tension often 
persists long after its cause has disappeared and works 
against the rapid and complete recovery of the pa- 
tient. Tensions also appear as anxieties in the mind 
and emotions. Just as the physical tensions prevent 
the efficient use of the body, the anxieties prevent 
the efficient use of the mind. Neurotic and psycho- 
pathic patients as well as those who are not usually 
considered as “nervous,” often show symptoms and 
signs of hypertension. Tension, in some degree, is 
universal! 

The primary function of relaxation is to provide 
restful sleep, for rest allows the patient’s body and 
mind time in which to regain lost power. The various 
seasons of the year exemplify the fact that rest and 
activity are a reflection of nature’s pattern, Inasmuch 
as rest is a natural therapeutic agent, it seems only 
logical that the patient be taught now to obtain and 
use it. 

Two factors must be considered in placing relaxa- 
tion procedures in the progression of treatment re- 
quirements for medical, surgical and neuropsychiatric 
conditions: First, sudden illness, with or without 
surgical procedures, creates a certain amount of anx- 
iety and apprehension in the patient. Institution of a 
program of relaxation therapy as soon as possible fol- 
lowing the onset of the illness will be a great aid in 
the release of accompanying tension. Second, as soon 
as the patient becomes bedridden, muscle disuse 
atrophy begins from enforced inactivity. A controlled 
amount of work takes place in the patient’s muscu- 
lature during conscious relaxation. This occurs be- 
cause of the required muscle actions in learning to 
distinguish between a feeling of tension and relaxa- 
tion. Hence, it is suggested that the deconditioning 
phenomena can be controlled by this therapy before 
other forms of exercise are applied. 

In neuropsychiatric conditions, it is advisable to 
wait until the patient is “in contact” before attempt- 
ing relaxation procedures. This group must be care- 
fully selected to insure against treatment failures. 
Anxious, agitated, depressed and fatigued patients 
respond best to this procedure. 

For many years methods of relaxation have been 
known, but with the exception of hydrotherapy and 
massage, they have not been generally used. In 1929, 
Dr. Edmund Jacobson of Chicago began publishing 
the results of his research in this field. By means of 
special electromyograms he demonstrated the great 


amount of activity in the striated muscles of an in- 
dividual even when that individual considers himself 
to be relaxed and at rest. He found that his patients 
could learn, with proper instruction, to decrease the 
amount of this residual activity, When this was ac- 
complished, changes in some of the organs served by 
the autonomic nervous system occurred and changes 
in mood and thought patterns were noted. 

A few commonly used terms should be clarified 
before this problem is outlined. 

1. ‘Tension: 

a. A muscle is said to be “tense” when its fibers 

are shortened or contracted. 

b. We may refer to tension as a feeling which 
one receives when a muscle is contracted. 

c. In speaking of the individual as a whole we 
may refer to him as being “overalert,” 
“keyed-up,” “on-edge,” or “tense.” 

2. Relaxation: 

a. By common usage we have come to apply 
the word “relaxation” to both muscular and 
nervous systems. 

b. Dorland’s Medical Dictionary defines “re- 
laxation” as a “lessening of tension.” 

Each muscular contraction may stimulate the sen- 
sory nerve endings which send messages to the central 
nervous system. This may start other muscles into 
action, change the degree of contraction, or stop the 
contraction, Whenever a muscle or group of muscles 
contract, the antagonists, or those opposing the con- 
traction, normally relax. Kinetic or phasic action 
takes place. when this response to a stimulation oc- 
curs, This action becomes postural or static when 
the contraction to keep a part of the body stationary 
remains. This action easily and quickly produces 
hyptertension and fatigue which, in turn, may 
be reduced to a minimum through a_ process of 
relaxation. 


The first session in “learning to relax” should re- 
veal to the patient the close relationship between the 
physical, mental and emotional states and that any- 
thing affecting the one will naturally affect the other. 
When the patient is able to relax physically, he may 
also relax mentally and emotionally. If he can learn 
to distinguish a feeling of tension from a feeling of 
relaxation, half of the battle is won. It is difficult, 
however, for the patient with “habitual tension re- 
action” to recognize this feeling until he has managed 
to release the tension in-a few muscles to the point 
where he can determine the difference in feeling be- 
tween a relaxed muscle and one which is tense, Once 
this point is demonstrated, it is then merely a matter 
of repetition and self application. 

Ihe patient may be taught to relax in three body 
positions—supine, sitting, and upright. It will be 
found best to start with the body in the supine posi- 
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tion since there are fewer muscles under tension tha 
in the other two. The discussion will be confined to 
this position, The following preliminary requite- 
ments should be met before starting the procedures. 
1. The room should be warm and well ventilated. 
2. Lights should be dimmed. 
3. Patients should be dressed in loose fitting 
clothing. 
!. All procedures should be performed on a firm 
bed with a small pillow under the head, the 
arms at the sides and the legs uncrossed. 





Preparation for procedures in relaxation therapy. 


All movements should be performed slowly and a 
pause of approximately 10 seconds maintained be- 
tween movements and repetitions. The eyes should 
remain closed during the entire session. Following the 
procedure, the patient should be permitted to have 
30 minutes of undisturbed, relaxed rest or sleep. 

Patient relaxation procedures are performed in 
sequence with the patient or subject responding to a 
series of directions given, Medica] terminology is 
used here to describe the body movements involved 
in the various procedures. In presentation to a pa- 
tient, however, these should be replaced with easily 
understandable terms such as “bend” for “flex,” 
“shoulder blade” for “scapula,” etc, The voice must 
be controlled, low pitched and well modulated, con- 
taining the force of commands. The commands are 
listed in sequence: 

1. “Take a slow, deep inhalation and then slowly 
exhale.” This is repeated three times. 

2. “Make a tight fist with the right hand. Slowly 
dorsi-flex, palmar-flex, and laterally flex the fist at 
the wrist. Now, slowly relax the fingers, thumb, and 
palm of the hand.” Repeat these movements twice 
and then proceed with the left hand. 

3. “Make a tight fist with the right hand. Slowly 
flex the forearm at the elbow and at the same time 
take a slow deep inhalation. Now, slowly relax the 
forearm and fist and exhale.” Repeat these move- 
ments with the left hand and forearm. 

f. “Make a tight fist with the right hand. Slowly 
flex the arm at the shoulder and at the same time 
take a slow deep inhalation. Now, slowly relax the 
arm and fist and exhale.” Repeat these movements 
with the left hand and arm. 
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Slowly tlex the arm at the shoulder. 


5. “Point the toes of the right foot toward the 
end of the bed, Now, slowly relax the toes and the 
foot.” Repeat the above movements with the toes of 
the left foot. 

6. “Slowly flex the right knee slightly. Now, 
slowly relax it.” Repeat these movements with the 
left knee. 

7. “Inhale slowly and deeply while lifting the 
right foot to a position about three inches above the 
bed. Now, slowly exhale and lower the foot to the 
bed.” Repeat these movements with the left foot. 

8. “Arch the lower back by lifting the buttocks 
slightly off the bed. Now, slowly relax the back and 
permit the body to sink into the mattress.” 

9. “Tighten the abdominal muscles without in- 
haling and hold this contraction for about six sec- 
onds. Now, slowly relax these muscles.” 

10. “Adduct or squeeze the scapulae. Now, slowly 
relax them.” 

11, “Abduct or spread the scapulae. Now, slowly 
relax them.” 

12. “Elevate the scapulae. Now, slowly relax them.” 

13. “Hyperextend the head on the neck. Now, 





Flex the head and the neck. 


slowly relax it.” 

14. “Laterally flex the head and neck to the right 
and try to touch the right ear to the right shoulder. 
Now, slowly relax them.” 

15. “Laterally flex the head and neck to the left 
and try to touch the left ear to the left shoulder. Now, 
slowly relax them.” 

16. “Flex the head and neck and try to touch the 
chin to the chest, Now, slowly relax them.” 





Wrinkle the forehead. 


17. “Wrinkle the forehead without frowning. Now, 
relax the forehead.” 

18. “Try to frown. Now, relax.” 

19. “Close the eyelids tightly, Now, relax them.” 

20. “Push the tongue against the roof of the 
mouth, Relax and pull the tongue back into the 
mouth as far as possible, Relax and push the tongue 
against the upper teeth. Now, relax it.” 

21. “Close the jaws tightly. Now, relax them.” 

22. “Pucker the lips as if to whistle. Now, relax 
them.” 

23. “Open the mouth wide. Now, relax it.” 

24. “Repeat some syllable like ‘n-i-n-e’ five or six 
times very softly and very slowly. Now, relax.” 

25. “Just imagine yourself repeating the syllable 
‘n-i-n-e’ five or six times very slowly. Now, relax.” 

The actual commands and procedures may _ be 
varied, but the body segments exercised should be 
those listed. The actual treatment session requires 
approximately 20 minutes. 

\s soon as the patient learns what is meant by 
“relaxation” of the muscle groups around the major 
joints of his body, it is no longer necessary for him 
to contract the muscles before relaxing them. He is 
now able to start from the point of tension. 

One hundred patients were treated from October, 
1950, when this form of physical treatment was first 
instituted at Walter Reed Army Hospital, through 
December, 1951. 


The major physical or symptom diagnoses for which 
treatment was given are listed in Table I. 








Assume normal sleeping position following procedures. 


TABLE I 
No. Sex 

DISABILITY dam ae Wile ae Gall Pea Won 
Amputations, 

all types 6 57 6 0 3 2 l 
Anxiety Reaction 2 0 6 6 iT 0 ] 
Arthritis, Mixed S$ oF & 8: 6 FZ 8 
Asthma 3 624 2 | 2 l 0 
Bursitis 6 12 3 3 | = 
Dermatitis 3 ' 2 | 2 l 0 
Fibrositis z 18 l l 0) l l 
Gastric Ulcer 2 9 2 0 2 0 O 
Musculoskeletal 

Injuries 6 6&8 §$ 8 2 | 
Neuromuscular 

Diseases 19 136 14 5 16 2 | 
Postural Strain 5 $0 | l 5 0 O 
Tuberculosis ; 6. 2 2 | 0 0 
Miscellaneous mM iff 2.2. 9 ! l 

Totals 100 809 72 28 77 17° 6 


Che maximum number of treatments given a single 
patient was 32 and the minimum number of treat- 
ments applied was two. The average number of treat- 
ments per patient for the entire series was eight. 

Forty-one of the 100 patients examined and treated 
had conditions involving the shoulder girdle and 
upper extremities (see Table IT). 


TABLE II 

SHOULDER DISABILITIES cons Mek cle Geshe’ Pox 
Arthritis, Mixed 3 $ 0 oO 
Bursitis, Sub-deltoid 6 3 3 { 2 60 
Frozen Shoulder 6 | 2 | = 6 6 
Arthrotomies 

and Dislocations € F *® } 0 3 
Rotator Cuff and 

Tendon Lesions wow 8@ FF $ «® 
Postural Abnormalities Q 5 :t 9 ¢ 6 

Totals 41 29 12 31 3 





























‘Total treatments given 


Average treatments given 
Results:—Good, 31 cases (75%) 
Fair, 


Poor, 


7 cases (19%) 
3 cases ( 6°) 

Classification of patient reactions was based upon 
the following criteria and results of treatment: 

1. Palpation of the involved muscle group. 

2. Passive movement and range of motion of the 
upper extremity or shoulder girdle. 

3. Smooth rhythmical breathing. 

!. Absence of movements of the eyeballs when 
the eyelids were closed. 

5. The drowsy relaxed appearance of the patient. 

6. Decrease in the feeling of tension in a particu- 
lar muscle group by the patient. 

7. The general overall appearance of the patient 
and his remarks as to his feelings following the treat- 
ments, 

Good results are those in which there is objective 
relief of symptoms and the patient is definitely im- 
proved, 

Fair results are those in which subjective symp- 
toms, including pain, are partially controlled. 

Poor results are those in which no patient response 
was obtained, This was scen most frequently in the 
uncooperative patient with a poor attention span and 
failure to accept active participation. 

Selected patients can be taught how to control 
muscular and nervous tensions; hence, recover from 
fatigue and injury through controlled rest. Relaxation 
therapy has a definite place in the progression of 
treatment needs for the “whole” patient, regardless 
of his condition. The best results should be antici- 
pated in patients where neuromuscular and musculo- 
skeletal lesions, involving the shoulder girdle and 
upper extremity, are present. The broad aims of this 
treatment program can be restated in the words of 
an old spiritual: 


“Slow me down, Lawd. I’se a-goin’ too fast, 

I can’t see my brother when he’s walkin’ past. 
I miss a lot o’ good things day by day, 

I don’t know a blessin’ when it comes my way.” 
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MUSCULAR STRENGTH-ENDURANCE OBSERVATIONS 
FROM SINGLE-BOUT ERGOGRAPHY 


H. HARRISON CLARKE, Ed.D. 
Physical Education Research Laboratory 
Springfield College, Springfield, Mass. 


Procedures 


In studying the precision with which single-bout 
elbow flexion and shoulder flexion ergography may 
be applied, several observations relative to the rela- 
tionship between the strength and endurance of 
muscles directly involved were made. The procedures 
were as follows: 

l. The Ergograph: The instrument used to deter- 
mine the endurance of the elbow flexor and shoulder 
flexor muscles was the Kelso-Hellebrandt ergograph!. 
In this ergograph (Figure 1), muscular strength is 
applied to a lever arm which turns an axle and 
sprocket in lifting the load. Thus, the external angle 
of resistance remains the same during the entire 
movement, Ergograph measurement is made in cumu- 
lative distance the load can be lifted during a pre- 
scribed test bout, as read in centimeters from the 
distance meter in the tower of the ergograph. 
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Figure 1. 
2. Testing Position: The position of the subject 
was the same for both elbow [flexion and shoulder 


flexion ergography, as follows (Figure 2): supine 


lying with hips and knees flexed, feet resting on table, 
and free arm on chest, The center of the joint was 
located opposite the shaft of the ergograph, At the 
end of the ergograph lever arm, set for a length of 
eight inches, an archery arm guard was attached. 
This guard was firmly strapped to the subject’s arm. 





SHOULDER FLEXION- FULL MOVEMENT 


Figure 2. 


3. Ergograph Loads: An essential factor in obtain- 
ing satisfactory precision with the ergograph in per- 
forming single-bout exhaustion tests is to determine 
the proper amount of weight for the subject to lift. 
This amount varies with each individual; the basic 
muscular strength of the involved muscles is the de- 
termining factor. 

In this research, the amount of ergograph load for 
each subject was individually derived by taking a 
definite proportion of the strength of the muscles 
to be fatigued. For example, if the strength of the 
elbow flexor muscles was 80 pounds, as tested by 
cable-tension method?, and one-eighth proportion was 
desired, ten pounds of weight was placed on the ergo- 
graph carriage; if three-eighths proportion was speci- 
fied, 30 pounds of weight was used. 

+. Testing Procedures The cadence for all testing 
was based on one second movements, regulated by a 
metronome: flexion was completed on one count and 
extension on the next. Stress was placed on accomp- 
lishing a smooth, constant movement, which necessi- 
tated lowering the load at the same rate it was raised. 


5. Subjects: The subjects utilized were sixty-four 


male students at Springfield College, one-half par- 
ticipating in elbow flexion and the other half in 
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shoulder flexion research. A further description of 
the subjects in terms of median scores is as follows: 
age, 22 years; weight, 152.7 pounds; height, 69.5 
inches; Strength Index, 2981 points; and Physical 
Fitness Index, 105.1°. Somatotypes of the group 
tended dominantly toward mesomorphy’*. 

A. Ergograph Loading Based on 

Proportionate Strenght 

Initially, the fatigue studies were confined to elbow 
{lexion ergography. Various proportions of elbow 
flexion strength were tried. Kymograph tracings best 
portray the results as follows: 

1, Figure 3 shows typical results where test bouts 
were limited to two minutes but strength proportions 
were varied, In A, the proportion was one-eighth; in 

the weight was twice as much, one-fourth. Only 
mild to moderate fatigue was experienced by the 
subjects. The slight drop in the length of the kymo- 
graph lines at the end of the one-fourth proportion, 
however, indicates the effects of fatigue caused by the 
heavier load. 
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ELBOW FLEXION KYMOGRAPH TRACINGS- 2 min. TEST BOUTS 
Figure 3. 

2. Figure 4 shows unlimited time bouts: in A, the 
proportion was one-fourth of elbow flexion strength; 
in B, the proportion was three-eighths. In these bouts, 
the subjects continued to exhaustion, i.e., until voli- 
tional joint movement was so slight that movement of 
the ergograph distance meter ceased, With one-fourth 
proportion, the subjects could continue for an in- 
definite time, until finally stopped by the tester. With 
three-eighths proportion, however, a satisfactory curve 
resulted; the amount of time required to induce ex- 
haustion was relatively short, less than two minutes, 
as illustrated. 

As will be observed in the next section, comparable 
results were obtained in single-bout shoulder flexion 
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ergography. However, it was not until five-eighths 
proportion of shoulder flexion strength was placed 
on the ergograph carriage that the movement could 
be stopped by exhaustion in approximately two min- 
utes, 

In part, these observations may prove the obvious; 
that the heavier the load, the fewer times it can be 
lifted, ‘Ihe study, however, did demonstrate that this 
amount varied from individual to individual depend- 
ing upon the strength of muscles directly involved; 
and that the amount of each subject to lift may be 
determined objectively as a proportion of that 
strength. 
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ELBOW FLEXION KYMOGRAPH TRACINGS- Unlimited Time Bouts 
Figure 4. 
B. Weak vs, Strong Strength Positions 

In a previous study®, the amount of muscular 
strength that could be applied at different points 
throughout the range of motion of various joints of 
the body was determined. A number of test posi- 
tions, usually 20 degrees apart, were selected for each 
joint movement. Sixty-four subjects were tested and 
means were computed for each position, Strength 
curves were then drawn based on the succession of 
means, 

In elbow flexion ergograph tests, the forearm starts 
at 180 degrees and moves to 35 degrees. As shown in 
Figure 5, the strongest strength position for this joint 
movement is between 100 and 140 degrees, with a 
decrease in strength of approximately 28 per cent at 
full extension. As exhaustion is reached during ergo- 
graph exercise, the forearm is at 180 degrees, a rela- 
tively weak strength position. 

As a consequence of this observation, an investiga- 
tion was made of the effect upon ergographic testing 
when the joint is in the strongest strength position at 
the point of exhaustion, Shoulder flexion was chosen 








ELBOW FLEXION 
STRENGTH CURVE 


60 


LBS, PULL 





20° 

ANGLE OF PULL 

@—® MEAN 

@ SELECTED POINT 
Figure 5. 


SHOULDER FLEXION 
STRENGTH CURVE 





e ae so* 120° ‘or 200° aa 
ANGLE OF PULL 


oe MEAN 
@ SELECTED POINT 


Figure 6. 


as the movement, for, as shown in Figure 6, greatest 
strength is achieved at 180 degrees, with arm parallel 
to the side of body. As for elbow flexion ergography, 
180 degrees is the point reached where work can no 
longer be recorded. The effects of various strength 
proportions on this movement were as follows: 

1. Rectangular kymograph tracings resulted, i.e., 
there was no drop-off in the length of kymograph 
lines, when test bouts were limited to two minutes 
and shoulder flexion strength proportions of one- 
eighth, one-fourth, and three-eighths were placed on 
the ergograph carriage. Mild fatigue only resulted 
from these loads, as contrasted with elbow flexion 
testing where exhaustion was reached in less than 
two minutes with three-eighths proportion. 

2. Typical kymograph tracings for unlimited time 
bouts appear in Figure 7; in A, the strength propor- 
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tion was one-fourth; in B, three-eighths; and in C, 
live-eighths, With one-fourth and three-eighths pro- 
portions, the subjects continued erratically for an 
indefinite time, finally being stopped by the tester 
in each instance. With five-eighths proportion, how- 
ever, exhaustion was induced in a reasonable length 
of time; the tracing shows a rectangle for the first 
minute, followed by a rapid decline to no movement 
within the next 70 seconds. 
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Figure 7. 


This phase of the research indicated that the work 
output of muscles was greater when in position to 
apply greatest strength at the point of greatest stress. 
The point of greatest strength for the elbow flexor 
muscles is in the central range of the movement; for 
shoulder flexor muscles, this point is at the start of 
the movement. The amount of the proportionate in- 
crease in weight load on the ergograph was from 
three-eighths to five-eighths, or 67 per cent. 

C. Training Effect of Repeated Exhaustion Bouts 

In order to determine the training effect of re- 
peated elbow flexion exhaustion bouts, two such bouts 
were administered each week for three weeks to 
thirty-two subjects. With the exception of the first 
week, when the two bouts were given thirty minutes 
apart, the time elapse between bouts was at least 
twenty-four hours. As the egrograph weight for each 
subject remained the same, three-eighths of his elbow 
flexion strength at the start of the experiment, the 
cumulative distance in centimeters the load could be 
moved during the bout was determined. The results 
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are shown in the table.’ The standard errors of the 
differences between means were computed using the 


formula for correlated groups, since the single group 
method was used in this research, 

Mean Distance in Centimeters Ergograph Loads 
Were Moved During Elbow Flexion Exhaustion Bouts 


Difference Between Means 


BOUTS* MEANS op D t 
1A 1019.4 

IB (1014.6) (—4.8) 

2A 1055.1 35.7 29.5 1.22 
2B 1103.2 48.1 22.2 2.16 
3A 1097.1 —6.1 

3B 1125.4 28.3 24.0 1.16 


*In these designations, the numeral refers to the week, and the letter, 
to the bout. Thus, 3B reads third week, second bout. 


In determining statistical significance between the 
means, the null hypothesis based upon “Students” 
distribution® was utilized. On this basis, t-values of 
1.70 and 2.46 denote significance at the .05 and .01 
levels of confidence respectively for the number of 
cases in the study’. These t’s were chosen because in 
this experiment differences were measured from no 
difference, in one direction only. In explanation, the 
chances are 95 in 100 that there is a significance be- 
tween means at the .05 level, which cannot be ac- 
counted for by sampling errors or chance; at the .01 
level, the chances are 99 in 100 that this is true. 

A number of observations may be made relative to 
the training effect of repeated exhaustion bouts, They 
are as follows: 

1. Only one of the differences between the means 
of successive exhaustion bouts shows sufficient in- 
crease to be statistically significant: the difference 
between 2A and 2B was 48.1 cms; the ¢ becoming 
2.16, indicating significance between the .05 and .01 
levels. In considering the overall improvement in the 
distance the weight loads were lifted, however, the in- 
crease between bouts 1A and 3B was 106.0 cms. The 
standard error for this difference is 22.58; the ¢ is 
4.69, indicating significance well beyond the .01 level. 

2. An interesting observation is the slight decline, 
which is not statistically significant, between bouts 
2B and 3A. Christmas vacation came between these 
bouts so the subjects did not exercise on the ergo- 
graph for approximately four weeks. The subjects 
maintained their endurance levels during this lay-off; 
and increases were again found on the next exhaus- 
tion bouts. 

3. A slight drop between means of 4.8 cms, was 
found when two exhaustion bouts were given with 
only thirty minutes’ rest intervening. This drop was 
not statistically significant. 

Despite the fact that the subjects participated in 
only five ergograph exercise sessions (disregarding the 
second bout of the first day) . the improvement in the 
endurance of the elbow flexor muscles was pro- 
nounced, In addition, they maintained an improved 
level of endurance during a four-week lay-off. 
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Inasmuch as the subjects had exercised on the ergo- 
graph for approximately five weeks before exhaustion 
bouts were introduced into the experiment, it is be- 
lieved that the increases recorded are primarily due 
to the conditioning of the muscles. It is possible, how- 
ever, that some of this change may be due to becoming 
accustomed to the rigors of exhaustion efforts. 
Conclusions 
may be drawn from these en- 
durance-strength studies in elbow flexion and shoul- 
der flexion ergography are as follows: 

1. The amount of weight required to induce ex- 
haustion in a relatively short time varies from in- 
dividual to individual, depending upon the strength 
of the involved muscles; the amount of weight for 
each subject to lift may be determined objectively as 
a proportion of that strength. 

2. The work output of muscles in exhaustion per- 
formances is greater when in position to apply great- 
est strength at the point of greatest stress. 

3. Even with a limited number of exhaustion 
bouts, the training effect, as determined by the in- 
creased distance the ergograph load can be moved, 
is definite and positive. In addition, improved levels 
of endurance were maintained in this study during 
a four-week lay-off. 


Conclusions that 


In general, this study of relationship between mus- 
cular strength and endurance should be considered 
in a preliminary stage. Additional research is needed 
to determine the effect upon elbow flexion and shoul- 
der flexion ergography of such factors as the length 
of the ergograph lever arm, the forearm and upper 
arm lengths of the subjects, moments of force, and 
the use of still heavier ergographic weight loads. 
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SPECIFIC PSYCHOLOGICAL CONTRIBUTIONS TO 
VARIETIES OF REHABILITATION PROCESSES 


L. A. PENNINGTON, Ph.D. 
Visiting Professor of Psychology, 
Univ. of Ill., Urbana 


Custom provides us with the concepts of intensive 
programs for the acutely ill and with continuous 
approaches for the chronically ill, Even though this 
classification is not all-or-none, it serves as a ready 
frame of reference for this discussion of just how the 
psychologist can contribute in the practical sense to 
the development and extension of rehabilitation ac- 
tivities in the psychiatric hospital. 

It follows that the acutely ill psychotic or neurotic 
patient is early placed on intensive treatment regi- 
mens in which one or more prescribed rehabilitation 
activities are added as adjuncts to the basic recom- 
mendation (insulin, electro-shock, or psychotherapy, 
for example). The problem arises here as to who is 
to make sufficient study of the patient and the ac- 
tivity as to be able to arrange for this adjunctive pro- 
gram. For the chronically ill the rehabilitation ap- 
proach, similar in certain ways to the Total Push 
as described by Myerson in 1939, becomes the basic 
prescription and hence ceases to be adjunctive. Here, 
too, problems arise. How can we motivate the mute 
patient into an activity program so that we can con- 
tinue to help him through trying to understand the 
language of his muscles? What activity or combina- 
tion of them would be best for him? What do we 
mean by Best? 

What are his strengths and weaknesses, personality- 
wise? In the few minutes allotted I shall point out 
how some of these questions have been answered in 
part subsequent to the psychologist’s recent addition 
to the team in the Physical Medicine Rehabilitation 
Service. Throughout we must keep in mind that the 
goal of this Service is the resocialization of the patient. 

First, the psychologist can plan and carry out an 
activity therapy inventory, so to speak, whereby the 
various hospital details are described in terms of 
four variables: (a) The degree of social interaction 
required by the activity; (b) The skill and experience 
required by the detail; (c) The physical require- 
ments; (d) The supervisional requirements of the 
job and hence what level of capacity is required. If 
we know what the detail requires in terms of physical 
and mental (broadly speaking) demands we are in 
a much better position to place the specific patient 
in that activity most suited to his present physical 
and mental status and hence to provide him with 
opportunities for the beneficial effects of success, 
achievement, approval, and reward. His success is 
thus more certain and trial and error placement is 
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avoided. In one setting with which | am most familiar 
the psychologist assigned to the Physical Medicine 
Rehabilitation Service has gradually been able to 
describe and catalogue over 700 different activities 
that vary in degree on the four variables aforemen- 
tioned, A four point rating scale is used and scores 
range from 0 to 3 on the last 3 variables, while the 
Socialization Scale ranges from A (solitary) to D 
(integrated group activity toward a common goal). 
Because resocialization is the goal of the entire pro- 
gram the letters A through D have been used to 
differentiate this scale clearly from the other three 
designated by number and understood by their place- 
ment. To illustrate, we may refer to the Project Cata- 
log by analyzing a gardening project in horticulture. 
Study of this activity shows that this requires two or 
three ambulatory patients to work partially inde- 
pendently. The Socialization Scale symbol B is given 
here because “passive mingling” alone is required by 
the project. Physically the project is easy and provides 
ample rest periods of the patient’s own choosing. Thus 
the physical requirement is rated / (0 means bed- 
ridden, wheelchair, etc.) The task also requires the 
use of relatively simple tools (a rake, a sack) and is 
again rated / in level of complexity. Supervision 
requirements are rated / because the aide must often 
guide the patient and repeately restate what is to 
be done. The Catalogue Code for this project is thus 
B:111. A Symbol of C-111 would mean the task re- 
quired a higher level of socialization with other var- 
iables similar or identical in rating. Summarily, then, 
the psychologist can with time, patience, and obser- 
vation Classify, describe, and catalogue the therapy 
activities in a hospital setting. 

Second, the psychologist can assist in the evalua- 
tion of the patient for the assignment to rehabilita- 
tion activities. He can assist in the devisement of 
ways and means by which to guide patients into 
appropriate channels for therapy and hence by which 
to match their needs with the most suitable projects, 
thereby ensuring early and continued success in the 
resocialization process. So now we need a knowledge 
of the capacities and the needs of the individual 
patient. The psychologist interviews the patient (if 
this is possible); he carefully studies the clinical 
folder including the reports from Social Service; he 
administers necessary psychological tests thereby being 
able eventually to provide information on the follow- 
ing two points: (a) Pre-illness levels of function in 
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socialization, skill and experience, physical stamina, 
and reactions to supervision; (b) Present levels of 
reaction in each of these four areas, The patient’s 
previous occupation, his vocational and educational 
interests are also explored along with the administra- 
tion of interest and aptitude tests. The psychologist 
then by a summary report, integrates the pre-illness 
and present data pertinent to placement in the re- 
habilitation program. This report is presented to the 
Director of The Physical Medicine Rehabilitation 
Service who matches the ratings given the patient with 
the ratings assigned specific projects. In writing the 
prescription the Medical Director takes into consider- 
ation the psychological characteristics of each: project 
as well as the patient’s needs, personality strengths 
and weaknesses as deduced by interview, social his- 
tory reports, and diagnostic testing (TAT, Rorschach, 
Aptitude Tests, for example). This prescription is 
then forwarded to the department fostering the 
chosen project. Here the aides study the referral and 
proceed to streamline the project to accommodate the 
needs of the new patient. In such a manner the 
psychologist helps the other members of the team in 
assigning the new patient to an activity geared to 
individual needs at a given time. 

Third, the problem of checking upon the accuracy 
of the assignments can be eased by the co-operative 
effort of the psychologist. Once each week or less 
often, depending upon the situation, a follow-up is 
initiated, The psychologist sees the patient whom he 
earlier interviewed and “tested.” This helps the pa- 
tient; he does not feel forgotten. The psychologist also 
sees the aides, answering questions, advising them in 
the evaluation of the patient’s progress. In this way 
the supervisor, the aide, or the patient, each or col- 
lectively, may request the patient’s counseling, re- 
assignment, or promotion as the need arises. The pa- 
tient’s progress is accordingly early noted and _ his 
assignments in activity therapy keep apace. Often 
the patient starts with an “A” or solitary socialization 
project and progresses to a “D” project where he 
eventually functions with a minimum of supervision 
in a group task, In this connection, that of the follow- 
up, the procedure permits in a sense a validation of 
the predictions made when the patient was assigned 
to a particular project. If the patient’s need is to 
externalize his feelings and if the Rorschach indi- 
cates the presence of considerable obstructionism and 
if he is assigned to a project in book binding where 
opportunity is given for ripping and tearing acts, 
and if the patient improves to the point that he 
progresses to a more socialized level, then the psychol- 
ogist has a more firm (not completely so) basis for 
future assignments of similar patients to similar o 
identical projects. 


Thus the three procedures thus far described dove- 
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tail into an integrated program of evaluation ol 
patient and project followed by a matching of the 
two in such a manner that failure is avoided and the 
patient’s success assured, His success is assured by 
assigning him to a project one level lower than his 
ratings suggest. He succeeds early; promotion follows. 
And success is measured NOT in the number of 
books bound but in terms of changes in behavior. 

A fourth area in which the psychologist functions 
is that of psychotherapy with the chronic psychotic 
patient. This relationship, slowly fostered and usually 
accompanied by numerous regressions during its 
course, Can progress to the point that the formerly 
mute patient is ready for assignment in rehabilitation 
activities. Some patients in the chronic group can be 
reached by a person visiting them daily, merely sitting 
nearby, saying nothing during the early stages. Others 
will, while mute, play a game of checkers and may 
eventually chuckle aloud for the first time upon 
winning a game. Some day they may start to speak 
and improve sufficiently to be assigned to play and 
activity therapy. Here is not only a research project 
but also one way by which the chronic patient can 
be motivated. The Corrective Therapist of course is 
familiar with other methods, such as the use of the 
medicine ball, by means of which through physical 
contact the patient is gradually aroused to interest 
and effort. 

A fifth area wherein the psychologist is of service 
is in his research. Reference at this point may be 
made to Mr. Paul Rowland’s Persuasion Therapy as 
applied to stuporous catatonic patients, Psychological 
evaluation at the mid-point and at the end of this 
therapeutic approach indicated that these patients 
were still classically schizophrenic but that they had 
regained the capacity to speak and to manage them- 
selves in the hospital and sometimes at home. Re- 
peated evaluations through rating scales responded 
to by attendants and nurses with the ratings done 
before, during, and after treatment, indicated marked 
progress in socialization. Outwardly these patients are 
universally seen as “better”; in personality structure 
as revealed by projective tests the picture is still that 
of schizophrenia. This much we know. What is now 
needed is a careful, controlled, series of studies by 
means of which the important variables are isolated 
and the treatment validated. We do not know, for 
example, the role of touch or the role of voice- 
assurance via the therapist. We do not know why 
some therapists in Corrective Therapy fail in apply- 
ing this method. What of control groups treated by 
psychotherapy? These are some of the questions that 
the psychologist can help answer by applying his re- 
search techniques to the problem broadly envisaged. 

A sixth and final contribution is the role played 
by the psychologist-therapist, under psychiatric super- 
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vision, in the arranging of structured activities for 
neurotic and psychopathic patients on the acute serv- 
ice of the hospital. Through his intensive study of his 
patient in therapy sessions and by means of person- 
ality tests, the psychologist is in the best possible posi- 
tion to talk with the psychiatrist and with the rehabi- 
litation supervisors so as to arrange for an activity 
program to move along with progress in psycho- 
therapy. In the past four years I have seen this work 
with startling results in specific instances. 
Summarily, the psychologist’s practical contribu- 
tions to the rehabilitation processes can be classified 
as new applications and extensions of his skills in 
diagnostic testing, psychotherapy, and research, These 
functions are illustrated in the resocialization process 
wherein the psychologist assists the team in: 
1. Providing a psychodynamic description of the 
projects available for use in the hospital setting; 
2. Providing a psychodynamic description of the 
patient with special reference to his resocializa- 
tion needs whereby he can be assigned with 





assurance of success to appropriate activity 
therapy; 

3. Motivating certain chronic patients through 
psychotherapeutic relationships to the point of 
making them available for resocialization as- 
signments; 

4. Answering questions, psychological in nature, 
by recourse to research. 

But in this field the psychologist has indeed much 
to learn, Trained in the experimental laboratory the 
modern psychologist has yet only begun to tap the 
opportunities here pressing society for solution, 
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EDUCATIONAL THERAPY 
FOR NEUROPSYCHIATRIC PATIENTS 


JOSEPH H. VAN SCHOICK, Executive Officer 
Physical Medicine and Rehabilitation Division, 
Central Office—Veterans Administration 
Washington, D.C. 


The recent death of Doctor Charles C. Burlingame 
removed from the field of psychiatry one of the major 
figures of progressive rehabilitation. It is pertinent to 
note that in estimating his many contributions to this 
field, the Board of Directors of the Institute of Living 
which he served as Psychiatrist-In-Chief, were unani- 
mous in stating that his greatest lifetime achievement 
was the scientific development of education as a 
specific method of therapy for the psychiatric patient. 
The experience of the Veterans Administration has 
confirmed many favorable results of Doctor Bur- 
lingame’s extensive employment of this modality as 
a therapeutic tool. It has been demonstrated that 
Educational Therapy technique utilized by a skillful 
and discerning therapist assists the doctor not only in 
the treatment but in diagnosis and prognosis as well. 
Education has provided the means of approach to 
the multilateral aspects of the mental patient’s per- 
sonality not only in these areas of so-called definitive 
treatment but in the related fields of social inter- 
personal relationships. 

The following comments concerning the use of 
Educational Therapy for Neuropsychiatric patients 
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are offered as suggestions for the more effective use 
of this therapeutic instrument available to physiatrists 
and psychiatrists in VA Hospitals through the Occu- 
pational Therapy Section of the Physical Medicine 
and Rehabilitation Service. It is hoped that the cases 
cited will dispel the notion that Educational Therapy 
is strictly a diversional experience for neuropsychiatric 
patients, or that it is concerned primarily with obtain- 
ing school credits. 

It is believed that Educational Therapy can be 
used as a diagnostic adjunct through the therapists 
observation of patient behavior. It can be made an 
effective yardstick to measure and check clinical ob- 
servation. From a psychotherapeutic point of view 
Educational Therapy presents an excellent medium 
to aid selected cases in the: development of socially 
acceptable thinking and behavior by placing the 
patient in an organized working situation, and by 
using abstract concepts as tools to logical thinking. 
At the same time it affords patients an insight into 
their capabilities. 

Educational Therapy has been used frequently in 
hospitals as part of “supportive therapy” for psy- 
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chiatric patients. As such it not only entailed the 
treatment of the patient in accredited academic work, 
but from a clinical point of view included observa- 
tion of work and study habits, and encouraged re- 
socialization. In all cases, significant progress reports, 
were sent regularly to the Ward Physician through 
the Chief Physical Medicine and Rehabilitation 
Service. 

The following recapitulation of actual cases re- 
ported by a Veterans Administration GM&S Hospital 
with a large neuropsychiatric section serves as an indi- 
cation of the role Educational Therapy is gradually 
assuming in the care and treatment of neuropsychi- 
atric patients. In these cases it will be noted that the 
vocational potential was emphasized because it was 
found that the patient showed better performance 
and interest in activity which had some inherent sig- 
nificance for the future. It seems obvious that the 
work undertaken must leave the realm of diversion 
and be purposeful to the patient even though re- 
motely related to practical objectives at the time of 
treatment. 


1. “Case of J. R., a 24-year-old white male—Schizo- 
phrenia, with paranoid reaction. 

Upon referral to Education Therapy, patient had 
been unable to continue with any sustained activity 
over a period of time. The patient experienced de- 
lusions, had an extremely limited insight into his 
capabilities and thought that he was an “FBI 
man.” He planned to become a dramatic actor, spe- 
cializing in “tough guy” roles. The Chief, Physical 
Medicine and Rehabilitation Service recommended 
that the patient be started in a course of public 
speaking. During this period of time the patient, 
as a result of insulin shock therapy became more 
labile and interested. The general aim of the edu- 
cational approach was to utilize its various modal- 
ities as a means of getting close to the patient, en- 
listing his interest in a constructive and progressive 
activity. The many facets of education in terms of 
interpersonal relationships were focused upon him 
as a means of resocialization. The therapist gradu- 
ally weaned the patient away from his interest in 
“tough .guy” roles into other dramatic efforts that 
more closely resembled acceptable social patterns 
by a concentrated effort to develop an appreciation 
of all types of dramatic acting. Work was intro- 
duced in a logical arrangement of written and 
spoken English and the patient was helped to 
arrange his thoughts with a minimum of verbings 
and disoriented chronology, a tendency to which 
he was very much addicted. Care was taken to see 
that the course was not an end in itself, but was. 
instead, background for the development of the 
patient’s social behavior. 


The patient’s clinical activity paralleled the dis- 
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cussions the patient had with his physician, This 
required close liaison between the psychiatrist, the 
Chief of Physical Medicine and Rehabilitation Serv- 
ice, and the educational therapist, and in this par- 
ticular case, encouraged the patient to respond 
favorably to the physician’s suggestion. The course 
continued over a six month period, Toward the 
later stages, the patient began to gain insight into 
his academic and vocational capabilities and limi- 
tations. 


In the course of the patient’s vocational advise- 
ment, an attempt was made to interest him in sell- 
ing. Exploratory instruction by the Educational 
therapist revealed that the patient had no interest 
or desire to undertake any work along selling lines. 
However, during this phase of treatment, the ther- 
apist had occasion to teach the patient how to use 
a library in order to trace subject matter. This 
proved to be of direct assistance to the patient in 
his first post-discharge position as page in a law 
library.” 

2. “Case of M. A., a 54-year-old white male—Invo- 
lution Melancholia. 


Patient had been a secretary prior to his five 
years of hospitalization. He lacked social poise, par- 
ticularly with women, and was personally and voca- 
tionally insecure. This case represented an indi- 
vidual in whom anxiety played the major part in 
his symptoms and became a primary factor in de- 
termining treatment. Activities employed were 
within a framework of protective psychological 
therapy. The attitude of the therapist, the selection 
of the educational subjects, the general educational 
objectives and the initial approach to the patient— 
were factors in the rehabilitation process requiring 
organization on the basis of security appeal, This 
motivational approach mobilized his positive traits, 
Since consciousness and orientation is generally but 
little disturbed in this type illness, the elements of 
education can be organized as effective of the re- 
habilitation potentials of the patient, treatment 
started by assigning him to a typing and _ steno- 
graphy class under the direction of a female ther- 
apist. The initial objective was to encourage his 
resocialization. 


In the clinic, the patient’s treatment took on 
greater significance than mere refresher work since 
his study experiences were guided in the light of 
his mental disability, and the therapist was able to 
gauge the work load and give encouragement at 
the proper time. Furthermore, it reassociated the 
patient with a period in his life before his illness 
when he was at the peak of his efficiency. His work 
was slowly increased until he achieved a steady 
daily schedule of activity which actually carried 








over to his post-hospital reemployment. The asso- 


ciation of this patient with a female therapist 

gradually helped him to overcome his withdrawn 

attitude toward women. When discharged he 
assumed a well paid position with a business firm 
and at present is still gainfully employed.” 

3. “Case of E, S., a white male in his early twenties. 
Epileptic seizures (idiopathic epilepsy) —Con- 
version hysteria. 

Patient, E. S., had completed three years of voca- 
tional high school work and had been working as a 
runner at a large electrical plant at the onset of 
his epileptic seizures. The patient’s history revealed 
intense strain over his home situation, which in- 
volved the garnisheeing of his salary as a result of 
an unpaid loan to his brother-in-law, for whom he 
had acted as a guarantor. 

Upon the physiatrist’s instruction, the patient 
was entered upon a course of study looking toward 
a high school diploma, The initiation of the pa- 
tient’s work in Educational Therapy, gave him a 
degree of self-confidence and eased much of his 
anxiety over the future. 


The use of composition work allowed for empha- 
sis on topics of the patient’s own choice, A tendency 
was revealed for the patient to divorce himself 
from life situations and to present every topic as 
an example of the “best of all possible worlds.” In 
discussion, he would reverse his stand completely. 
He never pursued a middle course, but always ap- 
proached a situation over-euphemistically, or felt 
extremely depressed over trifles. This behavior was 
reported to the ward physician by the physiatrist 
in a routine progress report. 

The carry-over between hospital and _post-hos- 
pital life was very encouraging. The patient, upon 
discharge, registered in a night high schoo] for an 
accelerated course for veterans.” 

In the first case presented, the patient received, 
through Educational Therapy, a supportive psychi- 
atric therapy which helped to wean him from his 
initial delusion, helped to train him into sustained 
work and study habits, and finally proved to be the 
basis for analysis of his vocational future. The prac- 
tical value of this treatment activity in the explora- 
tion of patient interest and evaluation of mental 
ability in support of vocational advisement procedures 
is worthy of note. 


In the second case, the ultimate objective was the 
development of the patient’s social sense which was 
accomplished with his realization that he was able 
to mingle with others, work on the same level with 
them and, above all, enter the field of employment 
upon discharge. While the securing of academic 
credit was not a factor at any time, the continuing 
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interest of the therapist in an educational activity 
which had meaning to the patient was definitely 
beneficial. 


In the third case, the patient’s self-confidence was 
restored step by step as he completed various lesson 
units leading to course credits. This tangible evidence 
of purposeful accomplishment was the basis for re- 
newed hope in a post-hospital career. In this setting 
high school accreditation was therapy of unquestion- 
able value. 


It is not intended to overestimate the therapeutic 
values of Educational Therapy or to imply that this 
aspect of treatment is of greater value than any other 
now in use. It has been established, however, that 
this treatment medium in the hands of observant ther- 
apists makes available an excellent reporting instru- 
ment. For those patients who are amenable to an edu- 
cational medium, Educational Therapy is another 
tool in the supportive therapy scheme. 


The mounting clinical experience in the Veterans 
Administration being gathered as a result of large 
numbers of therapists in daily work with patients 
points to facts which are of significance in the pro- 
motion of more effective treatment methods, It is 
evident that the neuropsychiatric patient requires 
many and varied activities at various levels, sensory, 
intellectual and anesthetic in order to have available 
the type and grade of activity indicated by his path- 
ological condition. It is a common observation that 
the mentally sick patient may “lose his mind without 
losing his intelligence.” Many individuals and cate- 
gories retain effective cerebration but are made irra- 
tional by emotional imbalance. In many such cases, 
an appeal to the intelligence level may afford a prac- 
ticable operational basis for readjustments in other 
spheres leading to advancement in resocialization. It 
is in this general framework, that educational therapy 
may operate with increasingly greater promise. In this 
connection, it should be pointed out that Educational 
Therapy is related to the various other sections of 
Physical Medicine and Rehabilitation, Manual Arts 
Therapy, especially. There is an important fringe 
area in which it overlaps other psychiatric disciplines 
as it affords assistance through the functioning of the 
learning process. It should be pointed out, however, 
that the important concepts of milieu therapy giving 
major stress to the interpersonal factors of behavior 
apply to all therapies. All therapists become people 
animated with personality traits, reinforced by spe- 
cialized skills, and resourceful in the use of specific 
therapeutic tools. The focal point of all mental ther- 
apy is the interpersonal relationship. Educational 
therapy as it fits into this framework, within the 


modern hospital, becomes a most important aid for 


diagnosis and prognosis, as well as for treatment. 
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QUADRICEPS "SHOE" BOOTS 


RUDOLPH JAHN, B.S. and ROY H. NYQUIST, M.D. 
Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, Long Beach, California 


Introduction 


Corrective Therapists, like other therapists in the 
Physical Medicine and Rehabilitation Services, have 
many Opportunities to encounter new and challenging 
clinical problems. Some of these problems may seem 
baffling at first, but if the obstacles which handicap 
the therapeutic progress of patients are to be removed, 
therapists must use skill and ingenuity to modify 
equipment or to improvise activities to meet the 
immediate patient needs dealing with physical abil- 
ities, interests and personality changes. With these 
in mind, the writers solved one problem by impro- 
vising equipment which proved to be helpful in the 
treatment of patients. ‘This equipment was the Quad- 
riceps “Shoe” Boot. 


Description of the Quadriceps “Shoe” Boot 

The Quadriceps “Shoe” Boots, as illustrated, are a 
pair of regular quadriceps exercise boots with a pair 
of high top shoes attached. The shoes are secured to 
the boots by riveting the soles and heels to a block of 
wood which has been anchored by screws to the in- 
dented bottom of the exercise boot. To this wooden 
sole is added a composition rubber sole to help 
eliminate slipping and noise that might occur while 
the patient is ambulating. The toes of the shoes were 
removed to make possible usage on the many differ- 
ent sized feet encountered. 





Illustration showing cut-away toe and attachment of 
wooden and leather sole to exercise boot. 


History of Patient First Using the 
Quadriceps “Shoe” Boots 

In July 1947, a 30-year-old, white, male patient 
was referred for treatment to one of the Corrective 
Therapy clinics at Birmingham Veterans Administra- 
tion Hospital, Van Nuys, California. He had been 
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admitted complaining of marked difficulty with bal- 
ancing and inability to walk. He had been discharged 
from the Army a few days before with a diagnosis of: 
encephalopathy, chronic; ataxia, cerebellar signs on 
the left, and persistent headaches, secondary to basal 
skull fracture incurred in March 1943, in a Japanese 
prison camp. 


The patient was undernourished and appeared to 
be chronically ill. The movements of his feet and legs 
were markedly ataxic. He could not perform smooth 
movements of any kind. There was difficulty in main- 
taining balance even in the sitting position, The 
Babinski Test was positive on the left. There was 
hyperesthesia in both feet and hands. The initial 
impression was: (1) Old right posterior parietal frac- 
ture (by history); (2) Probable cerebral contusion 
and scarring (old); (3) Old right parietal contusion 
and scarring; (4) Marked hysterical overlay. 

The neurological consultant recommended thera- 
peutic contact limited to encouragement, reassurance 
and establishing confidence in the patient, and the 
prescription to Corrective Therapy recommended 
mild resistive exercises to improve balance, gait, and 
ambulation. 


‘Treatment was started immediately but the patient 
was irregular in attendance. He complained of non- 
cooperation by ward personnel and persistent head- 
aches; at times he manifested hysterical behavior. 
Even though the patient was irregular and_ hap- 
hazard in his workouts, it was decided that his upper 
extremities were physically able to tolerate a trial at 
standing and balancing between the walking bars. 
Because of the marked spasticity in both legs and 
feet, it was impossible to keep him in standing posi- 
tion, His spasticity caused his body to go into a par- 
tially inverted position, The upright position was 
tried several times before deciding that another ap- 
proach should be made, After considerable thought, 
it was concluded that a pair of regular quadriceps 
exercise boots be secured on his feet to stabilize and 
keep his feet in contact with the floor. This was 
feasible while the patient stood and balanced himself, 
but was not useful in ambulation as the boots kept 
slipping off. Then the idea occurred of securing the 

* Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
ments and <onclusions published by the author are the result 


of his own study and do not necessarily reflect the opinion or 
policy of the Veterans Administration. 





boots to a pair of high top shoes to make them more 


secure on the foot as well as eliminating the danger 
of losing them. A composition rubber sole also was 
attached to each boot to prevent slipping on the floor. 
Chis improvision also helped to soften the thumping 
effect and the accompanying noises which occurred 
while the patient ambulated. 

Before an attempt was made to try the patient in 
a Hack Self-Reliant Walker, he ambulated in the 
walking bars for a period of four weeks. This type of 
walker was used because it has a wider base than the 
average walker and it offers more stability, easier 
mobility and provides feelings of security to the pa- 
tient. At this period the patient had developed con- 
siderably more confidence in himself and _ realized 
that all therapists concerned with his treatment were 
doing all they could to help him, After four months 
of daily treatment, he had become capable of man- 
euvering the walker about the clinic and hospital 
grounds without any assistance from the therapist. 


\t this time it was considered feasible to try him 
without the boots. His spasticity now have been re- 
duced to a minimum and he had graduated to ambu- 
lating in Canadian crutches but under close super- 
vision of a therapist. 

[his patient was discharged at his own request 
with maximum hospital benefits on April 4, 1948. 
Ambulating with only the aid of his crutches and 
with a better than fair gait. At a later date he was 
seen walking with the aid of only one cane. 


Summary 


One demonstration of the effectiveness of Corrective 
Therapy as an adjuvant to medical and surgical] treat- 
ment was described through the development of a 
therapy aid—the Quadriceps “Shoe” Boots. A descrip- 
tion of the Quadriceps “Shoe” Boots is presented. The 
clinical use of the Quadriceps “Shoe” Boot in the 
treatment of a severely disabled and handicapped 
patient is described. 





THE TEAM APPROACH 
TO THE REHABILITATION PROCESS «+ 


FREDERICK J. BALSAM, M.D. 
Asst. Chief, Physical Medicine Rehab. Service 
VA Medical Teaching Group Hospital 
Memphis 15, Tennessee 


When | was asked to address this Conference and 
learned that the suggested topic was “The Team 
Approach to the Rehabilitation Process,” my initial 
reaction was, frankly, not a very happy one, It seemed 
to me at the time that the subject was one about 
which you have all heard and read a good deal from 
time to time in your professional careers—at least that 
has been my experience, and I am quite sure that it 
has been yours. I just couldn’t picture myself waxing 
enthusiastic at the idea of discussing this matter of 
teamwork. I said to myself, “Well, I guess I will just 
get up and make a speech.” This was a disturbing 
thought, for you know that speeches are like steer 
horns—a point here, a point there, and a lot of bull 
in between; and I certainly wasn’t pleased with that 
dull and uninviting prospect of wasting your time 
and mine. I continued in this unhappy state of mind 
for a day or two thinking about teamwork, and 
slowly, I found that the more | thought about it, the 
more I began to feel that this subject required further 
discussion—that our emphasis and point of view in 
general have been somewhat inaccurate. Curiosity 


prompted me to read a bit to see what others have 


** Keynote address delivered at the Third Annual Scientific 
Conference of the Southeastern Chapter of the Association for 
Physical and Mental Rehabilitation, ‘Tuskegee, Alabama, October 
18, 1952. 


been saying and thinking. It was then that I became 
convinced that I was on the right track. Here was a 
term, “teamwork,” which we have glibly accepted 
and bandied about these many years without examin- 
ing and analyzing too carefully the question of ex- 
actly what constitutes the team and how it is supposed 
to work. This is to be my task this morning and | 
shall endeavor to transmit to you some of the en- 
thusiasm I experienced in putting these ideas to- 
gether. If I bore you, I won’t blame you at all for 
looking at your watches; however, I shall be prompted 
to stop speaking and take my seat if you start shaking 
them. There is no claim for originality or complete- 
ness. It is simply a matter of reorientation of the con- 
cepts and practices previously described by many 
others. And to discuss fully the subject, if that were 
possible, would require much more time than we 
have available today. 


If you were asked to list the members of the re- 
habilitation team, most of you would quite properly 
enumerate the doctors, nurses, psychologists, ther- 
apists, counselors, social workers, and probably a 
few others who are part of the hospital staff. Such a 
listing is not incorrect and is the one I gave before | 
started to examine the question carefully. It is what 


I found when I consulted various authors on the 


Vol. 7, No. | 

















mam 





— oo 











subject—but stop and think a moment—is the list 
complete? 

Haven’t we overlooked the most important member 
of the team—the patient? If he doesn’t play the game 
along with us, there is hardly any need for the rest 
of us; so our job really has as its primary object the 
enlistment of the patient’s efforts in his own welfare, 
or rehabilitation, if you will. He must be considered 
and must be made to feel that he is the most vital 
member of the team. Many of us are prone to picture 
the patient as a subject to work on rather than with. 
This approach is probably a natural consequence of 
our age of specialization and the highly technical 
nature of our specialized training. 

No one will deny the importance of the family and 
of the community in the restoration of the patient to 
his fullest potentialities; however, the fact is that 
we don’t ordinarily include them when we are asked 
to list the members of our team, True, we readily 
admit that these two groups are part of the rehabilita- 
tion picture, but they usually are relegated to a place 
in the background. These two groups deserve greater 
prominence, especially if we remember that our ulti- 
mate objective lies beyond the patient’s performance 
in the hospital. We may make him proficient in the 
activities of daily living and teach him a means of 
livelihood, but if he is not accepted into his home 
and into society, the return on our investment of 
time, money and effort cannot be fully realized. 
Unless the family and the community are prepared 
to receive this individual, his adjustment to them 
and theirs to him will certainly be unnecessarily diffi- 
cult and prolonged, if not impossible. 

Actually then, what we are dealing with is a team 
composed of two major groups—the professional] and 
the non-professional, each one equally important, In 
the former are the members of the hospital staff and 
others, who by training and experience are qualified 
to treat the sick and disabled, and assist them in 
achieving maximum physical and mental restoration, 
as well as the fullest possible social, vocational and 
economic independence within the limitations of 
their disabilities. In the latter group, the non-pro- 
fessional, are the patient, his family, and the com- 
munity. I think our concept of the community de- 
serves special consideration. The word usually con- 
jures up a mass of shadowy figures who visit the 
patient in his home, pass him on the street, or serve 
him in the stores and shops he may patronize, but 
there is one member of the community to whom I 
want to give particular attention. He is the employer, 
and, in the aggregate sense, industry. For all agree 
that rehabilitation gives maximum return to all con- 
cerned only when .the disabled person is happily ad- 
justed in a gainful occupation. That is the goal 
towards which we strive if at all possible, and that 
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is why the prospective employer of our patient takes 
on such significance as the community member of our 
team. Once we convince industry that the physically 
and mentally disabled who have been rehabilitated 
have great potentiality for productive capacity, and 
that it is good business to employ them, our task 
becomes greatly simplified. 

There is another aspect of rehabilitation upon 
which I should like to dwell for a moment, Out of 
curiosity and for the sake of precision, I looked up 
the definition of “teamwork” in Webster’s dictionary. 
It was defined as “work done by a number of asso- 
ciates, all subordinating personal prominence to the 
efficiency of the whole.” Then I proceeded to read 
and recall articles I had read on rehabilitation writ- 
ten by physicians, psychologists, social workers, and 
others. The inescapable impression was that each one 
felt that his particular specialty carried more weight 
and did a greater share of the work on the team. 
Also, I can recall, as 1 am sure all of you can, discus- 
sions with or talks by colleagues in which personal 
prominence was anything but subordinated. This, of 
course, would be most evident in reference to cases 
that had turned out particularly well. One can and 
should be proud of his work; however, the danger 
of a narrow point of view must be avoided. In atti- 
tude and in practice we must be ever cognizant of 
the contributions of our fellow team members. Their 
suggestions should be readily sought and welcomed 
and their achievements duly credited. A certain 
amount of “tooting one’s horn” may be tolerated, but 
we don’t want cacophony when we are playing a 
symphony. 

Teamwork in rehabilitation implies a broad con- 
cept of medical care by everyone engaged in this work. 
It not only demands an appreciation of the various 
modalities employed in the care of the deformed, the 
sick, and the injured, but it also requires that the 
patient be considered as a whole individual who is, or 
who will become, the active participant in our so- 
called normal society. I recently read an article en- 
titled “Rehabilitation of the Upper Extremity Fol- 
lowing Poliomyelitis—Report of a Case.” This paper 
appeared in what is considered to be a fairly good 
medical journal and was written by a capable ortho- 
pedic surgeon whom I know personally and well. | 
cringed when I read the title because I knew that he 
had used the word “rehabilitation” very loosely and 
my sensibilities as a physician were injured at the 
thought that a colleague, otherwise proficient in his 
field, could have so limited an outlook as to think 
of rehabilitating an extremity. As was to be antici- 
pated, the article concerned itself chiefly with the 
multiple surgical procedures carried out on a child 
who had been stricken by poliomyelitis. My feeling 
was that there might well have been less surgery had 
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more physical medicine been employed in this case. 

It is this sort of thing that frequently makes us fall 
8 | 

prey to the unfortunate habit of referring to patients 


as “that paraplegic,” “this NP patient,” “that ampu- 
tee,” or “an aphasic.” The patient is thereby reduced 
to the entity of a physical or mental defect. When 
this happens, to ourselves as well as to the patient, 
the disability acquires, or at least seems to acquire, 
greater significance and emphasis, so that it may 
appear that the treatment of the disability per se 
is an end in itself to the exclusion of giving con- 
sideration to the one who has the disability as a 
person. This narrow approach is not entirely anyone’s 
fault. It is a product of our rapid and great technical 
advancement with its concomitant necessity for spe- 
cialization. As each specialty grows and becomes more 
complex the specialist finds that he must devote more 
and more time to keeping up with his own field, with 
resulting little time or energy remaining for other in- 
terests. Awareness of this situation should help us 
avoid becoming victims of our own progress in this 
modern age. Unless our ideas have breadth and depth, 
and unless we constantly think of patients, of our- 
selves, and of things in general, in relationship to 
others and to other things, we shall eventually become 
mere automatons. 

In the course of my readings and discussions with 
others, I find quite often that we speak of good team- 
work in rehabilitation, but actually mean something 
else. An enumeration of an impressive list of services 
offered the patient in the hospital, or outside, does 
not tell me how well they function. We frequently 
hear of this or that hospital that has a good rehabili- 
tation program, the implication being that good 
teamwork is being practiced. On closer examination, 
however, one finds that what is actually meant is 
that the operations of the various services of the 
hospital are well integrated, To me, integration is not 
synonymous with cooperation; and by cooperation I 
mean cooperation between individuals and not be- 
tween services, as such, 

lo be sure, cooperation, as it concerns the complex 
operations of a scientific discipline such as ours, has 
to be well organized and coordinated in order to be 
effective and efficient. This calls to mind the story 
of the young man who announced one morning at 
the breakfast table that his new trousers required two 
inches of shortening. After breakfast, when the rest 
of the family had left the house, his grandmother 
shortened the trousers. Later, when his mother re- 
turned from her shopping, the trousers were short- 
ened again. His sister, returning home from work 
rather late, after the others had gone to a_ picture 
show, decided that SHE would shorten brother’s 
trousers, So you see, that while the young man re 
ceived plenty of cooperation, there wasn’t any co- 
ordination, Few, if any, will protest when I maintain 
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that the person best qualilied to act as the coordinator 
of a patient’s rehabilitation activities is the physiatrist. 

What each one of us does and says in his daily con- 
tacts will determine the amount of person-to-person 
teamwork achieved. Sometimes we make the mistake 
of believing that because rehabilitation is a new field, 
it has a set of standards peculiar to itself. Such a view- 
point can result neither in proper cooperation nor in 
proper integration, Rehabilitation imposes the same 
obligations and responsibilities as do other fields of 
medicine. The same high standards must be observed. 
There cannot be any compromise with quality. Moral 
as well as ethical principles must govern at all times 
so that the spirit as well as the letter of what con- 
stitutes good medical practice is followed. Moral 
values can be fostered through proper human rela- 
tions. Sincerity and honesty in our thinking and in 
our conduct with each other are of prime importance. 
This applies to our relations with the patient as well 
as to our relations with one another as part of the 
professional team, As in any other type of personal 
inter-relationship, the rules of courteous, decent con- 
duct are basic, and as you know, this requires a cer- 
tain degree of sensitivity and constant alertness for 
considering the rights and feelings of a fellow human 
being. There has to be a willingness and patience 
to listen to the other fellow—let him speak his mind. 
Give him the opportunity to unburden himself. One 
must, therefore, possess not only an apparently sym- 
pathetic ear, but an open mind and heart as well. A 
necessary addition or natural adjunct to the foregoing 
is a genuine sense of loyalty to the patient and to 
each other. All this may be very high-sounding and 
impractically idealistic to some individuals, To them, 
I say, “You don’t belong in the field of rehabilita- 
tion and you will probably be happier in some other 
line of endeavor.” The ideas I have just voiced are 
not abstract flights of fancy—they are the every-day, 
common-sense considerations by which we can achieve 
the fullest possible cooperation from every individual 
concerned, which after all is the essence of teamwork. 

Governor Stevenson in a recent campaign talk said, 
“The object of opening the mind should be like that 
of opening the mouth—to close it on something solid.” 
I hope you have opened your minds to me this morn- 
ing, and I trust I have given you something solid. As 
I said previously, my discussion today was intended 
to be neither original nor complete. I could have 
gone on and on, touching on such matters as research 
and education, which are also proper considerations 
in teamwork, Where does the appliance maker fit 
into the team? The subject is probably endless, for in 
the final analysis the team in rehabilitation is prac- 
tically everyone who comes into contact with the 
patient, At least, if I have left you with something on 
which to speculate, I shall consider my mission 
accomplished. 
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O. G. EDHOLM and W. F. FLOYD, “Fatigue: Ergonomics 
Research Society’s Symposium,” The Lancet, Vol. CCLNII, No. 
6713: 868871, April 26, 1952. 

It was suggested that fatigue be defined as the determinable 
changes in the expression of an activity which can be traced 
to the continuing exercise of that activity and which can be 
shown to lead to deterioration in the expression of that activity. 
Three criteria of fatigue deserve further study: experimental 
study of muscular fatigue shows that irregularities in the suc- 
cession of events begin to appear without awareness on the part 
of the operator; disintegration of the field of display, with the 
consequence that right actions are done at the wrong time and 
some actions may be omitted; subjective effects of long-sus- 
tained activity, including localized discomforts, aches, pains 
and awareness of uncomfortable posture. 

When muscular effort is maintained there is a progres- 
sive increase in the muscular activity to produce the same 
amount of work, due to an increasing contraction of individual 
muscles and a recruitment of other muscles. Motor units tend 
to contract in groups, the muscles do not relax completely, other 
muscles move. Finally the muscles involved in the movement 
may fail and other muscles which may not be adapted to the 
particular work are used. 

Muscle contraction can only be sustained if blood-flow 
through the muscle is maintained. A maximal contraction ex- 
erts such a tension on the blood vessels that blood-flow through 
the muscles may be completely suppressed. This may be a limit- 
ing factor in any sustained static work. Rhythmic work—alter- 
nating contraction and relaxation of muscle groups—is more 
easily maintained for long periods because an adequate circula 
tion will continue through the active muscles. With continual 
use, impairment of the neuromuscular activity can be due to 
impairment of conduction in the nerve-fibers, or of synaptic 
transmission, or of muscle end plates. The transmission of nerve- 
impulses or the development of tension in muscle-fibers pre- 
sumably entails a release of energy and its subsequent restora- 
tion. In the long run, continued restoration is likely to require 
the arrival of fresh material and the removal of products of 
activity. 

It is suggested that the size of the oxygen debt may be de- 
creased by preliminary limbering up, which may delay the on- 
set of fatigue insofar as it is due to oxygen lack. 

In any individual oxygen consumption is directly cor- 
related with heart-rate and with rectal temperature. Maximal 
oxygen consumption is directly related to total hemoglobin con- 
tent, and it was suggested that half the maximum capacity 
should be considered the limit for tolerable sustained work. 

As temperature rose and fell above or below the comfort 
zone, both output and accidents increased. A housewife engaged 
in the family wash may soon be in a tropical atmosphere and 
considerable deterioration in performance results. 

Work capacity declines on a low-calorie diet. This may be 
due to cardio-vascular changes, as well as to a decrease in ac- 
tive muscle mass, altho it was suggested that the decline was di- 
rectly proportional to the decrease in active muscle mass. 

There appears to be a strong belief that there are physio- 
logical changes in fatigue, if only they could be measured. 

PJR 


SCHILESINGER, E. B. “Observations on the Rehabilitation of 
the Neurologically Handicapped,” Bull. N. Y. Acad. Med., 24/8 
229-234, 1951. 

This provocative critique of rehabilitation as presently prac- 
ticed focuses attention upon the dangers of an overly en- 
thusiastic reception of this third phase of medicine. — 

The author asks for a more objective evaluation of these 
cases based upon realistic neurological medicine. Among the 
cases illustrating what the author terms: “Unrealistic application 
of stress without adequate knowledge of their maximum ob- 
tainable efficiency under pathological conditions” in the teach- 
ing of ambulation are median nerve injuries developing in the 
course of mobilization of a cane walking hemiplegic, a para- 
plegic with a mid thoracic level who developed the classical 
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syndrome of axillary thrombosis, Parkinsonian patients who ap- 
peared with lumbar disc protrusion and an old poliomyelitis 
patient who in the process of rehabilitation died of a coronary 
occlusion at the age of 30. 

The author believes that with the life expectancy of many 
such cases short they should be permitted” to sit in the sun” 
rather than engage in arduous rehabilitation activities. The 
stress should be placed upon non-strenuous vocational pursuits 
so as to match pathology more precisely with the physical as 
well as the emotional potentials for rehabilitation. 

Upon the basis of their individual experiences, physicians 
and ancillary therapists are giving continuous consideration 
to the need for a careful evaluation of the powerful motivational 
excitants evocable in dealing with the neurologically handi- 
capped. Since the overall picture of so many of these individ- 
uals has been changed from gloom and pessimism to hope as 
a result of modern rehabilitation techniques, it is hoped that, 
while giving full weight to the safety of the patient, one does 
not swerve too far to the side of a defensory, non positive at- 
tack upon many illnesses which are responding to physical medi 
cine and rehabilitation. 

J.E.D 
EDITORIAL “Smoking and the Cardiovascular System,” The 
Journal of the American Medical Association, 150:1016-1017, 
November 8, 1952. 

In normal persons the usual vascular effects produced by 
smoking cigarettes include a rise in systolic and diastolic blood 
pressure, an increase in pulse rate between 5 to 20 beats per 
minute, and simultaneous constriction of the peripheral blood 
vessels of the extremities. There is considerable individual varia- 
tion in physiological response to cigarette smoking. Adequate 
evidence is available to demonstrate that the vascular effects are 
caused by nicotine. The present state of medical knowledge 
clearly points up the need for intensive investigation on the re- 
lation of cigarette smoking to cardiovascular disease. 

PJR 
J. E. M. THOMSON, M. D., and HOWARD ZIMMER, B5S., 
M.A. “A Temporary Prosthesis for Amputations of the Lower 
Extremity” American Journal of Surgery, LXXXII: 778-779, De- 
cember, 1951. 

Three components of the normal pattern for walking with 
a permanent prosthesis are balance and muscular coordination 
in motion, smoothness of walking rhythm, and steps of equal 
length. 

The two authors have developed an effective temporary 
prosthesis that meets these basic requirements for teaching 
beginning ambulation. This prosthesis is adaptable to all am- 
putations of the lower extremity above the junction of the mid- 
dle and upper third of the leg and can also be adapted for use 
with below knee amputations. 

The specific advantages of this temporary prosthesis are: 
1. It can be made at the individual hospital in their brace shop 
and at a minimum of cost. 

2. Early ambulation. 

3. Can be applied soon after wound healing. r 
#. Shrinkage of the stump is accomplished not only by the 
bandaging but also by the pressure of the leather thigh cuff. 
5. Muscle tone and circulatory stimulation are encouraged by 
exercise and early ambulation. 

6. Although the patient walks with a stiff knee, the ankle move- 
ment gives sufficient elasticity for him to assume a remarkably 
normal gait. 

7. With trousers and shoe the prosthesis is well hidden and the 
patient gains self-confidence as he moves around freely. 

8. He can be discharged from the hospital early and with fre- 
quent checkups he can accomplish a considerable amount of 
rehabilitation at home. 

9. When he gets his permanent prosthesis, it is but a matter 
of having a few hours of gait training as he already has mas- 
tered locomotion and established equilibrium with his temporary 
prosthesis. jec 


WINTHROP M. PHELPS, M.D. “General Management of the 
Cerebral Palsy Program,”’Cerebral Palsy Review, November 
1952, pp. 5-6-9. 

Dr. Phelps writes that a common mistake in deciding the 
question of treatability of a cerebral palsy patient is to place 
too much emphasis on the mental evaluation. He states that 
there is no correlation between the two. The ultimate decision 
should rest on the consideration of all factors in the individual. 
A mentally retarded patient of this type can be taught to 
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walk as quickly as the brilliant child 

rhe diagnosis must first be clearly established before plan 
ning the future in respect to treatment, education, and social 
and vocational adjustment to society. He suggests that the 
neurological, orthopedic, ophthalmologic examinations be made 
in every case and that this information be evaluated with the 
findings of the otolaryngologist in his examination of the 
larynx and associated speech mechanisms. All of the above in 
formation should be obtained before the psychometric or mental 
evaluation. 

Dr. Phelps in closing suggests that the psychological tests 
be made in the home environment since many patients are 
emotionally upset in strange surroundings. In the home the 
examiner can see how the child is cared for. In the past many 
children have been declared mentally defective when such was 
not the case. 

S.H.W. 


LUCY D. OZARIN, “Can We Define Disciplinary Roles?’, Men- 
tal Hospitals, 3:5 et seq., September, 1952. 

Everyone who works in a hospital with patients seeks to 
“do psychotherapy.” There is a. tendency to loss sight of the 
many skills and techniques of nursing, clinical psychology, so- 
cial work and the various physical medicine and _ recreation 
groups. Our sister professions are making a grave error if they 
are ready to become substitute psychiatrists instead of mem- 
bers of a professional discipline with their own special sphere 
of tradition, competence and skill—if they are ready to sell their 
birthrights for a mess of psychotherapy. Their own skills and 
techniques can broaden both the scope of available treatment for 
patients and the professional competence and area of usefulness 
of the individual staff members. Occasionally the interdisciplin- 
ary overlapping or frictions may reach a point where profes- 


sional energies are diverted to trying to resolve the issues, while 


the patient himself is left sitting on the ward. Our knowledge 


of mental illness needs expanding to the end that our patients 
receive more effective treatment. 
PJR 


BENJAMIN H. ERSHOFF, “Nutrition and Endurance,” Office 
of Naval Research Research Reviews. November, 1952, pp. 1-3. 
1-3. 

The ability of an animal to survive and recover after ex- 
tensive injury and loss of blood, exposure to low temperatures, 
low oxygen pressures and multiple exposures to sub-lethal doses 
of X-irradiation is dependant to a considerable degree upon its 
nutritional state. Once an animal has been nutritionally deficient 
its ability to adjust to stress may be impaired for months or even 
years after all symptoms of the deficiency have been amelio- 
rated. The Nazis made a conscious effort to strip occupied coun- 
tries of foods rich in B-complex vitamin, as deficiencies in this 
respect undermined the will to resist of the conquered peoples. 
There exists in liver and certain other foods a factor, or fac- 
tors, apparently stemming from none of the known nutritional 
elements, which markedly increases the ability of rats to with- 
stand exposure to various kinds of stress. 

PJR 
CHARLES WEER GOFF, “Orthograms of Posture,” The Journal 
of Bone and Joint Surgery, 34-A: 115-122, January, 1952. 

Thirty-four hundred photographs of young males were 
analyzed. Of these 10.99°% were of the fat type, 10.87% of the 
muscular type, 18.00% of the thin-elongated type, 26.02% of 
the “average man” type. The particular postural stance of each 
body build must be considered normal for that type of per- 
son. Only one type, the muscular, represented the stance gen- 
erally considered ideal. The other types apparently cannot 
assume such a stance and should not be expected to do so. 

PJR 





Editorials 


LOYALTY, ENTHUSIASM AND SACRIFICE 
The editor finds great satisfaction from reading the 
opening statements in the New England Chapter 
Newsletter for December. He takes great pleasure in 
repeating their challenging appeal, hoping it may 
inspire, and in a measure chastise, lethargic and 
thoughtless members. Using poetic license and edi- 
torial privilege, a few words have been changed. 
“Now that we are moving rapidly through our 
seventh year as an active Association For Physical 
and Mental Rehabilitation, | believe it is time for 
each member to ask himself one question, ‘Am I 
contributing all that I can to support my organiza- 
tion? Unfortunately, few of us can answer this 
question with an honest ‘Yes.’ Yet each of us must 
realize that it takes contributions of time, effort 
and interest to keep our Association functioning. 
The National Officers can not do it alone; they 
must have the support of the Chapters, Nor can 
the Chapter Officers do it alone; they need the 
support of every member. As the New Year starts, 
let us all resolve to support our Association with 
one definite act during the next twelve months. 
This can be done in many ways: contribute items 
for the Newsletter; volunteer to serve on a commit- 
tee; submit an article for the Journal; get a new 
member and above all answer correspondence 
promptly.” 
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At this season, the old gives way to the new. We 
forget and forgive. The little disturbing annoyances 
no longer appear as insurmountable obstacles during 
this festive season. Our new resolves can grow into liv- 
ing realities. Each member can put his loyalty, en- 
thusiasm and willingness to sacrifice to the test and 
with a little personal effort, expended as willingly as 
he expends it to rehabilitate patients, promote the wel- 
fare of the Association, with results that will be re- 
warding to patient and therapist alike. 


PROFESSIONAL BACKGROUND OF THE 
CORRECTIVE THERAPIST 

Rehabilitation as a total procedure is aimed at 
satisfaction of physical, mental, social, and economic 
needs, demanding a teamwork concept and the com- 
plete utilization and coordination of many disciplines, 
arts and skills. This concept of rehabilitation centers 
on treatment of the patient and not the use of the 
many therapies, Treatment of the patient is conceived 
to be concerned with the development of the whole 
person and should be carried on by therapists who 
see handicapping conditions in relation to the total 
personality. The reaction of the patient, therefore, as 
a phase of the rehabilitation program, is considered 
to be more than physical alone. 

The professional preparation of the corrective ther- 
apist, based upon a background of physical educa- 
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tion, enables him to play an important role in this 
concept of rehabilitation. This role is based on the 
premise that rehabilitation has broadened in con- 
formity with the emphasis placed on the total devel- 
opment of the individual in society, making the goals 
of education and rehabilitation very similar. In 
achieving these goals, the corrective therapist has 
utilized his background to establish favorable rela- 
tionships with adjusted as well as maladjusted people. 
His physical education and psychiatric backgrounds 
are significant factors in making him an integral part 
of the rehabilitation team. This preparation is essen- 
tial for work in both the general medical and neuro- 
psychiatric hospitals. 

The curriculum for the physical educator has a 
basis of general education which attempts to develop 
in the student the common understandings, skills, 
and attitudes needed to function effectively as a per- 
son, as a member of a family, and as a citizen in a 
democratic society. This basis provides a broader and 
more meaningful context in which specialization can 
be secured, Structured upon this basis, furthermore, 
are the areas of general and special professional edu- 
cation which provide qualifications and competencies 
necessary for the corrective therapist as a leader in 
rehabilitation, 

The general professional education of the physical 
educator provides a background of sound educational 
methods drawn from allied and related areas which 
are essential for personnel working in physical medi- 
cine and rehabilitation. This educational background 
is based on an understanding of the individuals with 
whom the worker is associated and means of pro- 
moting their growth. A study of the nature of learn- 
ing and individual differences is a necessary part of 
this background. Through this study, further empha- 
sis is placed on means of presentation, which requires 
knowledge of motivation as a basis for techniques 
and methods. The corrective therapist is working 
with the individual much the same as the educator 
and needs fundamentally a similar background to 
strengthen the use of his specialty in bringing about 
change in the patient. The general professional edu- 
cation for the physical educator deals with educa- 
tional psychology, principles and methods of educa- 
tion, growth and development, and other areas which 
offer a sound background to satisfy these needs. His 
ability to see the patient as an individual who needs 
to develop as a total person, rather than as a series 
of muscular responses, is partially based on_ this 
preparation. 

The special professional preparation of the phys- 
ical educator is an excellent framework upon which 
to structure the advanced clinical and technical edu- 
cation of the corrective therapist. This is based on 
the assumption that the personality and skills neces- 
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sary to complete a program in physical education, as 
well as the content of the curriculum itself, enable 
the corrective therapist to do a more adequate job. 
The emphasis upon working with groups and espe- 
cially the individual within the group is of utmost 
importance, This competence is gained through the 
special methods and content experiences of the phys- 
ical education curriculum, Evaluating the individual 
as he participates within a group and aiding him in 
selecting activities for better development are a neces- 
sary part of the program. Participation by the ther- 
apist in activities which he will later use for thera- 
peutic means is also highly significant. 

The professional background of the corrective ther- 
apist is considered to be broad in scope. This includes 
an intelligent combination of general education, 
general professional education, and special profes- 
sional education. The latter is concerned first with 
preparation in physical education and then specific 
experiences leading to the development of abilities 
in corrective therapy. This background emphasizes 
technical knowledges and skills based on competencies 
in working with people. 

JOHN J. SELLWoop, Eb.D. 





THE IMPORTANCE OF RESEARCH 

Mark Twain once said, “everybody talks about the 
weather, but nobody does anything about it.” With 
equal candor, it can be said of Corrective Therapists. 
They talk about it, but are doing too little about 
research that shows the importance of active exercise 
as the principle modality of reconditioning, Much 
more research is needed, to enable therapists to use 
the modality of active exercise more skillfully. 

Many tests of physical skill, strength and endur- 
ance have been developed. Norms have been estab- 
lished. These norms apply to the normally healthy in- 
dividual. These tests set standards with which we can 
measure their physical fitness, but how well do these 
tests help us to determine the physical fitness of the 
disabled and those who are convalescing. 

If we accept one definition of physical fitness as— 
“that capacity of the human organism to accomplish 


physical effort of strenuous nature without undue 
fatigue and adequate efficiency”’—then the amount 
of reconditioning that is capable of producing such a 
state of health needs to be determined by carefully 
planned and scientific research, What is the proper 
dosage of exercise? Are these tests of exercise toler- 
ance in the upright position satisfactory, when ap- 
plied to patients who spend hours in recumbency? 
Who has this answer in terms of foot-pounds of work 
performed by the patient during convalescence, when 
the return to health is just beginning? The impor- 
tance of research has been accepted but as Mark 
Twain has said “nobody does anything about it.” 
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SOUTHEASTERN CHAPTER 

At the recent Southeastern Chapter Meeting of the As- 
sociation for Physical and Mental Rehabilitation held at the 
Tuskegee V. A. Hospital on October 18, the following officers 
were elected for the coming conference year: President, Phil 
Davis, Augusta, Ga., Vice Presidents, Ray Heaslett, ‘Tuscaloosa, 
\labama and William Clark, Tuskegee, Alabama; Secretary- 
l'reasurer, Lonnis Ballard, Tuskegee. Past President Roy Hil- 
liard was named to head the Public Relations Committee. Wil- 
liam Clark was asked to serve another year as chairman of the 
Professional Standards Committee. Freeman Huskey, Columbia, 
S. C., and Everett M. Sanders, Memphis, Tennessee were named 
to carry on as chairman of the constitution and research com- 
mittees respectively. Paul Fleer, Dublin, Georgia was named to 
be editor of the chapter newsletter for another year and com- 
plimented by all present for the high standards set by this 
publication. Paul Beck, Augusta, Ga., was appointed as program 


MID-WEST CHAPTER 

On Saturday, September 6, 1952, the Mid-West Chapter of 
the Association for Physical and Mental Rehabilitation held its 
second meeting of the year. A business meeting was held in 
the morning with President John Cedarburg presiding. A spec- 
ial educational committee was appopinted, with Robert Shelton 
as Chairman, the purpose in mind being to investigate the po- 
tentialities of Corrective Therapy in the high schools of the 
middle west. Richard Burkhart, Wood Center, was appointed 
book reviewer for the Chapter Newsletter. 

\ clinical lecture session was held in the afternoon with 
Dr. Arpad Pauncz, Chief of Professional Services, speaking on 
“The Modern Meaning of the Total Push Concept.” An il- 
lustrative lecture “Corrective Therapy for Orthopedic Injuries” 
was given by Robert Shelton, Assistant Professor of Physical 
Education, University of Illinois. 


CALIFORNIA CHAPTER 

The California Chapter of the Association for Physical 
and Mental Rehabilitation held Annual election recently 
with the following officers elected to lead them for the ensuing 
year: President, Burr Zachary, Chief, Corrective Therapy, Brent- 
wood Hospital; Vice-President, Rudy Jahn, Corrective Therapy, 
Long Beach Hospital; Secretary, Murray Levitta, Chief, Cor- 
rective Therapy, Wadsworth Hospital; Treasurer, Bernard Web- 
er, Corrective Therapy Wadsworth Hospital. Committees have 
been appointed and an intensive program is being prepared for 
1953. The program committee chairman is James Dunkleberg 
of Brentwood Hospital, and the members are: Dr. Carl Young, 
U.C.L.A.; Dr. Lawrence Morehouse, Univ. of So. Cal.; Dr. Har- 
vey Billig, Pepperdine College; Dr. Miller, Wadsworth Hospital; 
Dr. Richard Freeman, Brentwood Hospital; Mr. George Devins, 
Long Beech Hospital. Chairman of the Publicity Committee is 
Harold J. Brenner, Brentwood Hospital. Members of this com- 
mittee are: Richard Fowler, Wadsworth Hospital; Daniel Arn- 
heim, Kabat-Kaiser Institute; Robert Flanegin, Los Angeles 
Board of Education; Evelyn Lowendahl, Pepperdine College; 
Charles Willhite, Long Beach Hospital; Larry Rossi, U.C.L.A.; 
Phil West, Ceders of Lebanon Hospital. 


SOUTHERN CALIFORNIA CHAPTER 

The Southern California Chapter Reviews 1952 in a report 
of their activities. In January election of officers was held and 
the following members were elected, President, Philip West, 
Chief of Corrective Therapy, Cedars of Lebanon Hospital, Los 
Angeles, California. Vice President, John Selwood, Associate 
Professor Physical Education, U.C.L.A., Secretary, Rudy Jahn, 
Assistant Chief of Corrective Therapy, Long Beach V.A. Hos- 
pital. Treasurer, John Bunker, Supervisor Corrective Therapy, 
Wadsworth V.A. Hospital, Los Angeles, California now Chief 
of Corrective Therapy, V.A. Hospital, Iowa City, Iowa: 

In March there was a joint meeting with Educational and 
Manual Arts Therapy at Cedars of Lebanon Hospital. Speaker 
on the program was Dr. John Aldes, Chief of Rehabilitation, 
Cedars of Lebanon, Los Angeles, California. Following the pro- 
gram all members present made a tour of inspection of the 
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Rehabilitation plant of this hospital. 

In July following the national convention in Milwaukee 
a report of the convention was made by the delegates who at- 
tended, Rankin, Dunkelberg and Lerman. Guest speakers at the 
meeting were; Wilbur A. Selle Ph.D., Professor Bio-Physics 
U.C.L.A. Medical School, Dr. Harvey E. Billig, Director Re- 
habilitation, Pepperdine University, Los Angeles, Laurence 
Morehouse, Ph.D., Professor Physiology, University Southern 
California, his subject was “Potentials in Corrective Therapy.” 

Several members of the Southern California Chapter par- 
ticipated in a panel discussion regarding “Methods for studying 
outcomes of Procedures in Physical and Mental Rehabilitation,” 
before the National Council of the Research Section, Ameri- 
can Association of Health, Physical Education and Recreation, 
57th Annual Convention held at the Biltmore Hotel, Los An- 
geles, California. Members who participated were: John Aldes, 
M.D. Chief, Physical Medicine Cedars of Lebanon Hospital, 
Philip West, Chief of Corrective Therapy, Cedars of Lebanon, 
Burr Zachary, Chief of Corrective Therapy, Brentwood V.A. Hos- 
pital, Los Angeles, California and George Devins, Chief of Cor- 
rective Therapy, Long Beach V.A. Hospital, California. 


MIDDLE-ATLANTIC CHAPTER 


At a_ recent meeting of the Middle-Atlantic Chapte: 
an election of officers was held. The following members will 
lead the chapter activities for the year 1953: William Cully, 
Chief, Corrective Therapy, Coatesville, Pa., President; Paul Eb- 
erly, Chief, Corrective Therapy, Lebanon, Pa., Vice-President; 
Emil Weber, Assistant Chief, Corrective Therapy, Coatesville, 
Pa., Secretary-Treasurer. 


OHIO-KENTUCKY CHAPTER 
Newly elected officers for the year 1953 are as follows: 
Worth Randall, VA Hospital, Dayton, Ohio, President; Earl 
Raymer, VA Hospital, Cleveland, Ohio, President-Elect; John 
Summa, VA Hospital, Cleveland, Ohio, Secretary-Treasurer; Wil- 
liam Wilde, VA Hospital, Cleveland, Ohio, Historian. 


NEW ENGLAND CHAPTER 

The Chapter held its annual business meeting and election 
of officers on Saturday, September 27, 1952, at Springfield Col- 
lege. Highlights of the morning session were the officer's re- 
ports and pending action by the national organization on the 
adoption of a Code of Ethics. The following officers were elect- 
ed to serve until September 1953: Frank S. Deyoe, Cushing VA 
Hospital, Framingham, Mass., President; Alfred B. Ellison, Bos- 
ton VA Hospital, Boston, Mass., Vice-President; Harvey Williams, 
Springfield College Graduate School, Springfield, Mass., Secre- 
tary- Treasurer. 

During the afternoon meeting, Association President, 
Thomas Fleming, Frank Deyoe and Dr. Jacob Rudd, discussed 
the National Convention, covering the highlights of the busi- 
ness meetings and the clinical sessions and its implications on 
the future of Corrective Therapy. Dr. Josephine Rathbone, Di- 
rector of Rehabilitation Studies at Columbia University, partici- 
pated in the informal discussion. President Fleming also outlined 
the program and objectives of the national organization for the 
coming year. It was announced that the association had been 
invited to join other national groups in forming the President's 
Committee on Employment of the Handicapped. The invitation 
was sent to the Association through the President by Secretary 
of Labor through Maurice Tobin, and it will be the committee’s 
aim to achieve equality of opportunity in employment for 
physically handicapped persons. 

The Chapter meeting, held November 22, 1952, at Bed- 
ford V.A. Hospital, was well attended. The morning session 
was devoted to old and current business. Members were 
brought up to date on National Association news by Chapter 
President, Frank Deyoe. 

Following a luncheon in the staff dining hall, members 
were shown the C. T. clinic and the swimming pool. 

The afternoon session was presided over by Mr. Margolin 
and featured papers by Dr. Ian Funk, Staff Psychiatrist, Bed- 
ford VAH—“The Value of Exercise for the Neuropsychiatric 
Patient”; Mr. Charles Rose, Psychiatric Social Worker, Bedford, 
Mass. Mr. Earl Whitaker and Mr. George Heos, both of the 
C. T. staff at Bedford VAH, presented papers describing Cor- 
rective Therapy treatment at Bedford for acutely disturbed pa- 
tients, catatonic patients and GMR&S patients in N. P. hospitals. 
A series of Kodachrome slides showing N. P. patients in ward 
and clinic situations stressed the value of supervised activity for 
the catatonic patient very adequately. 
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MOBILIZATION OF THE HUMAN BODY By Harvey E. 
Billig, M.D., and Evelyn Loewendahl, $2.00, pp. 65, 25 il- 
lustrations, Stanford University Press, Stanford, California, 
1951. 


This book provides the basic facts called the necessity of 
mobilization in chronological steps from the early vigorous years 
of one’s life to the period of decreased active and sedentary po- 
sitions. The book is short, concise, very descriptive and directed 
to those individuals who work with the musculo-skeletal system. 
Chapter one deals with posture and mobility, stressing the im- 
portance of the plumb line with which there has been much 
misconception associated in the past. Chapter two deals with 
the mobility factors of the human body and describes the 
necessity of, as in the words of the athletic directors, “a period 
of limbering-up, or a warm-up period.” This appears to play 
such an important role because of the tendency of ligamentous 
bands and their attachments to shorten with the advancement 
of biological age due to the increased and excessive shortening, 
stiffness, and immobility results. It stresses the point of a 
necessary preliminary step to determine the amount of body 
stiffness present in specific areas. Chapter three deals with im- 
mobility and correction stressing the points of principle causes 
of mobility limitation, and points out the excessive fascial short- 
ening symptoms. There are demonstrable plates showing specific 
manners or specific areas of mobilization throughout the body. 
In the description of treatment and demonstration for cor- 
rection of fascial shortening it remains within its own limits 
of treatment and is specific in pointing out that medical treat- 
ment should be instituted concurrently with the mobilization 
program, if the causes of fascial shortening are due to particular 
disease or chemical deficiencies. Chapter four on co-ordination 
and mobility stresses a program of rhythmic training care- 
fully graded and graduated in daily exercises. This chapter 
points to the specific facts that responsive qualities of kinesthetic 
centers are directly related to an individual sense of erectness 
and that is the reason for deviation from the center and in- 
coordinate patterns which can be corrected through rhythmic 
movements. Chapter five deals with basic neuromuscular mech- 
anisms and stresses to the reader that the basic function of 
striated muscle must be thoroughly understood. The principle 
fact revealed throughout the book is that the developing power, 
endurance, relaxation and well co-ordinated motor pattern are 
intrinsic to the achievement of good body mechanics and cor- 
rect posture training. Without all the knowledge and skill we 
have along these lines they will be of no avail if the basic con- 
cept of mobility is overlooked. All modicum of mobility of the 
various segments of the body must be present in order that 
muscle power, co-ordination, endurance, relaxation might oper- 
ate as one unit. 


Andrew G. Hudacek, M.D. 


RESEARCH MONOGRAPH, Morey R. Fields and Raymond A. 
Weiss, Editors, $2.50, Mimeograph, New York University 
Book Store, 1952. 

The first part of this book consists of five short essays by 
Jay B. Nash, Leonard A. Larson and others on the problems 
and methods of physical education. The bulk of the monograph 
is composed of abstracts of doctoral studies, the majority of them 
undertaken at N.Y.U. These are divided among physical educa- 
tion, physiology of exercise, health and safety, recreation, and 
camping. Such a compilation has one very obvious disadvantage. 
The field to be covered is so broad that only a very few articles 
have interest for the specialist in any one field. The book may 
be useful upon college library shelves, but it cannot be rec- 
ommended for purchase by individuals. 

In the copy which the reviewer has much of the mimeo- 
graphing is unsatisfactory, whole paragraphs being omitted on 
one page. 

PJR 

THE MORAL THEORY OF BEHAVIOR, By Frank R. Barta, 
M.D., pp. 35, (A Monograph In American Lectures In 
Medicine) , Charles C. Thomas, Springfield, Illinois, 1952. 

This monograph is a rather short treatise which, by its 
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author's intent, is a new answer to the enigma of mental ill- 
ness. 


It is only 27 pages long but contains a rather profound 
philosophical discussion which intends to suggest the answer 
to the over-all problem of mental illness. It is certainly not 
meant for casual reading but rather to be studied, read and re- 
read for it offers a great deal of food for thought. 

It is a well organized treatise which begins with a chapter 
on the philosophical correlation referable to God and man. 
“Man is endowed with reason and will. By virtue of his reason 
he himself must determine what is good in keeping with his 
nature.” “Man has an innate disposition to do good and avoid 
evil.” “Certain acts of men are morally good and virtuous though 
objectively evil. It is the will that is rewarded or punished. God 
looks at our intentions—not at our deeds.” “The evil of reason 
whereby Man wills that which reason through ignorance holds 
up as the proper good is the evil of error which may result in 
mental illness.” This is Doctor Barta’s logical definition of men- 
tal illness from the philosophical standpoint. 

The treatise continues with short chapters on the psychologi- 
cal correlation and clinical observations. In this portion he 
classifies 4 primary emotions which are “joy, sorrow, hope, and 
fear.” He defines emotions as “movements of appetitive powers 
accompanied by objective bodily resonance and subjective feel- 
ing.” I have quoted this definition verbatin to demonstrate the 
difficulty one has in following the author’s meaning simply be- 
cause of his use of unfamiliar terminology. I believe the defini- 
tion has merit but requires considerable study and thought on 
the part of the reader to appreciate this. 

In the chapter on clinical correlation, the author states that 
mental illness is in no way hereditary, but rather acquired 
through environmental influences. The child acquires qualities 
of temperament from its parents. This statement is open to 
argument and I am certain would be challenged by several 
scholars in the field of psychiatry. 

The author uses a diagramatic presentation of personality 
characteristics and again uses strange terminology and even 
coins some new words. This in itself depreciates from the merit 
of the presentation. The treatise is concluded with a sugges- 
tion for treatment and prognosis based on the premise of the 
body of the article. His conclusions are summed up in the fol- 
lowing statements: “Mental illnes is a variety of involuntary 
behavior.” ‘ fhe evil which is sin plays no essential role in the 
evil which is mental illness, but the sins of the parents may be 
visited upon the children in a manner not imputable to the 
children.” “Human temperament is learned behavior which de- 
termines basic personality type.” “Ignorance rather than ‘un- 
conscious’ forces accounts for the seemingly irrational behavior 
of the mentally ill.” 

This treatise would have been much more valuable and _per- 
haps would have gained much wider publicity and acceptance 
if the author had not resorted to unfamiliar terminology and 
also if he had spent a little more time in explanding his chap- 
ters on the clinical observations and correlations. 

_5. D. Klow, M.D. ‘ 

PHYSICAL MEDICINE AND REHABILITATION FOR THE 

AGED by W. S. McClellan, M.D., price $2.00, 81 pp., C. C. 
Thomas, Sprpingfield, Ill. 1951. 

This easy-to-read book has within its nine chapters a wealth 
of information relative to physical medicine and rehabilitation 
procedures for the aging population. The book describes some 
of the main physiological changes of the aged such as tissue 
dissication and the decreased changes in speed, strength, and 
endurance of the skeletal muscles. 

A chapter has been devoted to various specific conditions 
of a medical nature commonly found in the aged such as arth- 
ritis and gout. Exercise and its importance as a rehabilitation 
measure receives a thorough emphasis. The chapter on pre- 
scription writing suggests the therapist should not accept pre- 
scriptions which merely states “apply heat,” “give exercise” and 
the like. A more detailed prescription is essential. 

According to the author the program of Physical Medicine 
and Rehabilitation includes the following five divisions termed 
by him physical medicine, occupational therapy, corrective 
physical exercise, educational retaining, and vocational reha- 
bilitation. Apparently the term physical medicine as used 
here is synonymous with the term physical therapy. 

As a whole this lexide bound book presents the reader with 
a clear picture of the problems of the rehabilitation for the 
aged. 

5.0. 
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News and Comments 


N. Y. COMMISSIONER OF EDUCATION 
TO ISSUE P. E. CERTIFICATE 


The University of the State of New York, the New York 
State Education Department, Albany New York, announces 
certificates for teachers as follows: Validation of a physical edu- 
cation certificate for teaching said subject to physically handi- 
capped children. This extension of certificate is not intended to 
prepare teachers for the application of light and heat treat- 
ments and other physical agents that may be strictly classified 
as physiotherapy. The validity of a certificate for teaching phy- 
sical education, issued upon four years of approved preparation. 
shall be extended by the Commissioner of Education to in- 
clude the teaching of physical education to classes of physically 
handicapped children on evidence that the holder thereof has 
completed 12 semester hours in approved courses. The ap- 
proved courses follow: Advanced corrective physical education 
for physically handicapped children (including basic principles 
of physiology of exercise and applied anatomy) (2 Semester 
Hours) ; Corrective games and socialized recreational activities 
(including rhythms for physically handicapped children) (2 
Semester Hours); Mental, social and vocational adjustments (2 
Semester Hours). Practicum in teaching physical education to 
the major orthopedic types (including organization, methods, 
materials, observation and practice). To include 30 class lec- 
tures of 50 minutes each on the “nature of and/or convalescence 
from congenital deformities, tuberculosis, poliomyelitis, spastic 
paralysis, arthritis, disabilities of bones and joints, sprains and 
fractures, encephalitis and advanced third degree postural de- 
formities.” 


WILLIARD BRAITHWAITE ELECTED 
VICE COMMANDER OF THE AMERICAN LEGION 


Williard Braithwaite, who heads a most active and progres- 
sive Corrective Therapy Section at the VA Center, Martinsburg, 
West Virginia, has been honored by being elected to the posi- 
tion of Departmental Vice-Commander of the State of West 
Virginia for the American Legion. Mr. Braithwaite has com- 
bined his knowledge of rehabilitation in the Veterans Admini- 
stration with that of extensive activities in Legion affairs. Start- 
ing as Rehabilitation Officers of the Berkley Springs Post, No. 
60, West Virginia, by virtue of his initiative and hard work, 
was advanced to the second and third Vice-Commander and 
then to Commander. His next step was to the position of 10th 
District Commander, serving two years in this capacity. In 
1952, at the Departmental Convention in Charlestown, West 
Virginia, he was elected Departmental Vice Commander. 

The honors received by Mr. Braithwaite are the result 
of an active interest in the total rehabilitation of the veterans 
in his community. With his specialized knowledge of rehabilita- 


tion methods, we predict still further accomplishments by our 
fellow therapist. 


JOINT MEETING HELD 


On Friday evening November 21, 1952 the New York 
Chapters of the American Association of Rehabilitation Ther- 
apists and the Association for Physical and Mental Rehabilita- 
tion presented a Clinical Session at the Institute for Physical 
Medicine and Rehabilitation, 400 East 34th St. New York City. 
The topic for discussion was “Rehabilitation Problems in the 
New York City Hospitals.” Introduction of the evenings pro- 
gram was made by Hans J. Behrend, M.D., President, New York 
Society of Physical Medicine. Chairman of the program was 
Marcus D. Kogel, M.D., Commissioner of Hospitals, New York 
City and the panel members were as follows: Michael Dacso, 
M.D., Director, P. M. R. Goldwater Memorial Hospital; George 
G. Deaver, M.D., Medical Director of Rehabilitation, Bellevue 
Hospital; Louis Dicker, M.D., Director, P. M, R. Kings County 
Hospital; Bruce B. Grynbaum, M.D., Director, P. M. R. New 


26 





York City; Jerome Tobis, M. D., Director, P. M. R. Metropolitan 
Hospital and Lawrence Wisham, M.D, Director, P. M. R. City 
Hospital, Welfare Island. 


ARNOLD DEVICES FOR THE HANDICAPPED 


The original inventors of the hand controls for cars, used 
by paraplegics throughout the country, have recently perfected 
a device that controls the width of wheel chairs. This efficient 
device enables the patient to go into any bathroom with a nar- 
row door. By the use of a lever the whole chair is reduced in 
width as much as five and a half inches. A door opening but 
nineteen (19) inches wide can be wheeled through with this 
device. This increase in the wheel chair mobility should en- 
able many more of our paraplegics to explore a wider range 
of job possibilities, just as the car control has made it possible 
for a greater number of paraplegic and some quadriplegic pa- 
tients to manage their own cars with a much greater degree of 
safety. 

The latest venture of Arnold Devices is the establishment 
of a Vocational Rehabilitation Training Center in Long Island 
City which will enable people to train for jobs and earn a liv- 
ing. 

Total rehabilitation is increasingly becoming a community 
responsibility and this Association is pleased to have industry 
becoming conscious of the important contribution it can fur- 
nish to this effort. 


AWARDS TO DOCTOR RUSK 


The Lasker Award was bestowed, by the American Public 
Health Association, upon Dr. Howard A. Rusk on Tuesday, Oc- 
tober 21, 1952, in Cleveland, Ohio. The presentation stated that: 

“For distinguished service to humanity through rehabilita- 
tion of disabled men and women; for marked achievement in the 
development of professional training for rehabilitation; and for 
education of the public in the problems of administration of 
health and medical services, the American Public Health Asso- 
ciation presents a Lesker Award to Howard A. Rusk. 


The restoration of individuals disabled by disease or injury 
to their maximum functioning has been Dr. Rusk’s dedicated 
purpose. His work has been based on principles of treating the 
whole man, considering the patient as an individual, and pro- 
viding continuous treatment from the earliest moment following 
illness or surgery until the attainment of maximum benefit. His 
successes in the convalescent and rehabilitation program of the 
\rmy Air Force hospitals and in a leading civilian rehabilitation 
center are deservedly acclaimed. 


As Associate Editor of the New York Times, Doctor Rusk 
has contributed materially to the public’s knowledge of prog- 
ress in the medical sciences and in the administration of Fealth 
and medical services. As Chairman of the Health Resources Ad- 
visory Committee of the Office of Defense Mobilization, Doctor 
Rusk has led in formulating policies for maintaining and 
strengthening manpower in the health field and in marshalling 
the medical manpower resources of the nation for the pro- 
tection and promotion of both military and civilian health.” 


Dr. Howard A. Rusk, has also been named the 1952 winnei 
of the Dr. C. C. Criss Award of $10,000 and a gold medal in 
recognition of his work in rehabilitating the physically handi- 
capped. 


The selection of Dr. Rusk was announced by V. J. Skutt, 
president of Mutual Benefit Health and Accident Association 
of Omaha, which established the award in memory of the late 
Dr. Criss, founder of the organization. 


Dr. Rusk was chosen from among more than 150 nomi- 
nees. His previous honors include the Lasker Award in public 
health, the American Design Award for work in the field of 
rehabilitation and the Distinguished Service Medal. He _ is 
consultant in medical rehabilitation to the Secretariat of the 
United Nations, the Veterans Administration and the New 
York City Department of Hospitals. Currently a Brigadier Gen- 
eral in the Medical Corps of the Air Force Reserve, Dr. Rusk, 
as a Colonel in the Army Air Force during World War I, de- 
veloped the Army Air Force Convalescent Rehabilitation Pro- 
gram. 


Since the outbreak in Korea, Dr. Rusk has served as the 
Chairman, Health Resources Advisory Committee, Office of 
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Defense Mobilization, and Chairman, National Advisory Com 
mittee to the Selective Service System. 

Winners of the Criss Award in 1951 were Dr. Edward C. 
Kendall, biochemist, and Dr. Philip S$. Hench, physician, for 
their joint achievement in the use of cortisone and ACTH in 
rheumatoid arthritis and other chronic diseases, for which they 
also won the Nobel Prize. 


THERAPIST WANTED 


Dr. Max Newman, Director of Detroit Rehabilitation In- 
stitute, 16861 Wyomine St., Detroit, Michigan, wants a Corrective 
Therapist who knows prosthetic training. All interested thera- 
pists should write Dr. Newman to the above address. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The New England Society of Physical Medicine met at 
the Boston Veterans Administration Hospital, on November 19, 
1952. Dr. Sidney Licht presented colored slides of the First In- 
ternational Congress of Physical Medicine, held in London, 
England, July 13-18, 1952. Dr. Licht’s report of this meeting 
is in the American Journal of Physical Medicine, October, 1952. 
It is planned to reproduce all talks in two or more languages 
as the official Proceedings of the Congress. For information 
about the projected volume please write to Dr. P. Bauwens, 45 
Lincoln’s Inn Fields, London, WC. 2, England. 


REHABILITATION MONOGRAPHS 


The Institute of Physical Medicine and Rehabilitation of 
the New York University-Bellevue Medical Center announces 
publication of the third in its series of rehabilitation mono- 
graphs, “A Bladder and Bowel, Training Program for Patients 
with Spinal Cord Disease.” 


Written by Edith Buchwald, M.A., A.R.P.T., Margaret Mc- 
Cormack, R.N. and Emilie Rabie, R.N., the monograph was 
published with the assistance of the United Mine Workers Wel- 
fare and Retirement Fund. It is based on the experience of the 
medical, nursing and physical therapy divisions of the Institute 
with fifty-five patients presenting various spinal cord diseases 
including transverse myelitis, traumatic myelopathies, multiple 
sclerosis, spinal bifida, and other spinal cord degenerative dis- 
orders. The illustrated monograph gives information on bladder 
training, bowel training, aids used in attending to toilet needs, 
training techniques, methods of recording procedures, examples 
of bladder routines, and case studies. 


This publication is one of a series entitled “Rehabilitation 
Monographs” dealing with various aspects of rehabilitation and 
services to the handicapped. ‘Titles currently in the series in- 
clude “Rehabilitation Monograph I: An Evaluation of Rehabili 
tation—A Study of 476 Cases with a Detailed Follow-Up of 208 
Cases Discharged in 1949 from the Physical Medicine and Re- 
habilitation Services of the New York University-Bellevue Medi- 
cal Center” by Georgia F. McCoy, MS. and Howard A. Rusk, 
M.D.; “Rehabilitation Monograph II: Psychiatric Aspects of Re- 
habilitation,” by Morris Grayson, M.D., in collaboration with 
\nn Powers, M.S. and Joseph Levi, Ph.D. 

“Rehabilitation Monograph IV: Manual of Procedures ot 
the Children’s Division including Objectives, Philosophy, Policies 
and Staff Functions of the Children’s Division of the Institute 
of Physical Medicine and Rehabilitation, New York University- 
Bellevue Medical Center,” by George G. Deaver, M.D. and 
Staff, in collaboration with the Association for the Aid of 
Crippled Children, New York; and “Rehabilitation Monograph 
V: Braces—Crutches—Wheelchairs: Mode of Management,” by 
George G. Deaver, M.D. and Anthony L. Brittis, M D., are now 
in process of publication. 

Copies of the monographs can be obtained at $1.00 each 
from the Institute of Physical Medicine and Rehabilitation, 400 
East 34 Stree, New York 16, New York. 


V.A. RESEARCH LABORATORY DEDICATED 


Dedication of -the new radioisotope and general medicine 
research building at the Veterans Administration Hospital last 
month brought to Houston top men of the veterans program, 
who praised highly the local V. A. Hospital. Gen. Carl R. Gray, 
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Jv., V. A. Administrator; Admiral Joel T. Boone, Chief, Medical 
Director of V. A. and Dr. George M. Lyon, Assistant Chief, 
Medical Director for research and education, came from Wash- 
ington for the ceremonies. 


The research building, part of the current $2,500,000 im- 
provement program at V. A, will help the hospital achieve the 
best in medical care, education and research, the visitors said. 

Dr. Herbert Allen is director of the new radioisotope unit 
of the research project and Dr. Charles L. Spurr is in charge of 
the general medicine research unit. Assisting Dr. Allen is Dr. 
Frank J. Kelly. James Miller is in charge of radiological safety 
and Issac Welt, Ph.D., is assisting director of the scientific group. 
\ssisting Dr. Spurr are Dr. F. H. Stribling and Dr. Joseph Ed- 
wards, Ph.D., who is biochemist. 


Dedication ceremonies also were held during the visit of 
the V.A. officials for the new religious chapel that has been com- 
pleted at the hospital. 


RESTORATIVE MEDICINE INSTITUTE 
NOW OFFERS NEW RECOVERY HOPE 


The Institute of Restorative Medicine, recently opened by 
the department of psychiatry and neurology of Baylor University 
College of Medicine of the Texas Medical Center in Old Jef- 
ferson Davis Hospital, now has its first group of patients under 
treatment. Additional patients are under study to determine the 
feasibility of rehabilitation in their cases, according to Dr. Ben 
L. Boynton, professor of physical medicine and rehabilitation 
at Baylor. 


The new service unit is planned for the benefit of patients 
of all ages who are in need of medical rehabilitation, including 
those from the Convalescent Unit maintained by the Board of 
Public Welfare. 


The rehabilitation service was established more than a 
year ago as an integral part of the psychiatry service at Jef- 
ferson Davis Hospital under the auspices of the department of 
psychiatry and neurology at Baylor. Its purpose is the re- 
storation of the individual to a productive place in society. 


A recent annual report of the Rehabilitation Section of 
the psychiatry and neurology service at Jefferson Davis Hospi- 
tal and the Board of Public Welfare Convalescent Unit reveaied 
a satisfactory completion of efforts with a large number of pa- 
tients and a continuing program with others. 


Che rehabilitation work is a program of planned, purposeful 
recovery, including: Understanding of the patient and his per- 
sonality and problems; prescribed therapeutic activities designed 
to improve his physical status and to explore or improve various 
useful skills and self-care abilities; Intelligent vocation counseling 
and selective job placements; and follow-up contacts to de- 
termine the effectiveness of the restored person and to resume 
restorative efforts where needed. 





MEETINGS OF PROFESSIONAL INTEREST 


Feb. 9-11 American Medical Association Convention, Chi- 
cago, Illinois 

Feb. 12-14 Annual meeting of the American Association of 
Colleges for Teacher Education, Congress Ho- 
tel, Chicago, Illinois 

March 3-6 American Legion Annual National Rehabilita- 

tion Conference, Washington, D. C. 

Massachusetts Society for Crippled and Handi- 

capped, Boston, Massachusetts. Chas. Wilson, 

30 Highland St. Worchester, Massachusetts, 

Chairman 

April 6-10 Association for Childhood Education Meeting, 
Denver, Colorado 

April 17-18 Central States Speech Association, Chicago, II- 
linois. J. G. Drushal, College of Wooster, Ohio, 
Chairman 

July 20-24 Annual National Convention of the Association 
for Physical and Mental Rehabilitation, May- 
flower Hotel, Washington, D. C. Dr. John E. 
Davis and Mr. Tom Zwierlein, Co-chairman, 
Veterans Administration, Central Office, Wash- 
ington 25, D. C. 


March 4 
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Tom J. Zwierlein 
VA Central Office 


AREA 4 
Lester Fahey, Ch'mn. 


Washington, D.C. VAH, Danville, Illinois 
CI Leslie Root 
Cyons VAH VAH, Wood, Wisconsin 
Lyons, N. J Florian J. Surdyk 
3147 S. 53rd Ct 
AREA 3 Cicero, Illinois 


Walter Beasley, Ch'mn 
VAH, Mountain Home, Tenn 


Lou Hussey 
V 


Y 
, Tuscaloosa, Alabama 


Paul Fleer 
VAH 


John Dixon 
VA 


Murfreesboro 


“CHAIRMAN AND COORDINATOR 
OF PROFESSIONAL COMMITTEES 
Harold Robinson 


V.A Hospital 
Downey, Illinois 
EES ATiOs D - aemaaacaaae ETHICS 

obert Sheldon Dr. Fritz Friedland 
PE Dept. Univ. [Il V.A. Hospital 
Urbana, III Framingham, Mass 
Karl K. Klein “HAPTERS 
Ithaca College Edward Friedman 
Ithaca, N.Y V.A. Hospital 


PROFESSIONAL STANDARDS 
Jacob Rudd, M.D 
371 Commonwealth Ave 
Boston, Mass 


RESEARCH 


(No confirmation 


CERTIFICATION 
(No confirmation 


HISTORIAN 


(No confirmation) 


East Orange, N. J 
LIAISON 
Louis F. Montovano 
37 Clinton Ave 
Long Island, N.Y 
AFFILIATIONS 
Arthur Tauber 
1166 Burke Ave 
Bronx, N.Y. 
CONSTITUTION 
Frank Deyoe 
V A. Hospital 
Framingham 


Mass 


*Note: The Chairman and Coordinator of Prof 
jurisdiction. He will exercise such authority as is vested in the office by the President and indicated in the constitution of the Asso- 
ciation. The Administrative Assistant and Coordinator of Administrative Committees wili exercise supervisory control over those com- 
mittees listed as under his jurisdiction. The authority vested in the president's office 1s being delegated during his term of office to 
the On matters of mutual concern between the Chairman and Coordinator and the Administrative Assistant 
¢ joint approach will be followed in which an integrated effort will be initiated, insuring complete harmony and a coordinated effort 


The President will coordinate the relationship existing between the two newly created posts, and has final say on all matters relative 
to the welfare of the Association 


Administrative Assistant 


Dublin, Georgia 


Leon Edman 
V.A. Area Office 
St. Paul, Minn 

AREA 5 
Harlan Wood, Ch’mn 
VAH, Topeka, Kansas 
Boyce Nall 


Tenn VAH, Temple, Texas 


COMMITTEE CHAIRMEN 


A 


Past President, LEO BERNER 
218-02 67th Avenue 
Bayside, Long Island, N. Y. 


Dr. Winthrop M. Phelps 
3038 St. Paul Street 
Baltimore, Md. 


Dr. Ray Piaskoski 
V.A. Center 
Wood, Wisconsin 


Dr. Jacob L. Rudd 
371 Commonwealth Ave. 
Boston 15, Mass 


Dr. Howard A. Rusk 
NYU-Bellevue Rehab. Center 
34th Street and Ist Ave. 
New York City 

Dr. Stafford L. Warren 
Dean, School of Medicine 
Univ. of Cal., Los Angeles 


James Watkins 
V.A. Hospital 
Topeka, Kansas 
Lewis Scholl 

V.A. Hospital 

N. Little Rock, Ark 


REA 6 
Clint Rankin, Ch’mn 


1920 Overland Ave 
Los Angeles, Calif 
James Dunkelberg 
6942 Glasgow Ave 
Los Angeles, Calif 
Murray Levitta 

12760 Bessemer St. 
North Hollywood, Cal 


“ADMINISTRATIVE ASSISTANT AND 
COORDINATOR OF ADMINISTRATIVE COMMITTEES 


George Reichle 
910 E. Wisconsin Ave 
Milwaukee, Wisc 

CONVENTION (Co-Chairmen) EMBLEMS AWARDS 

Dr. John E. Davis and Lewis Scholl George ate 

Tom Zweirlein V.A. Hospital V.A. Hospita 

V.A. Central Office N. Little Rock, Ark Long Beach, Cal. 

Washington ts MEMBERSHIP 

ADVERTISING a _~ si 

PUBLIC RELATIONS Deminie Cuda Wood, Wisc 

Dr. Marthann Doolittle -A. Center P S 

4 E. 95th St. Wood, Wisc pg a og 

New York, N. Y V.A. Hospital 
bak NEWSLETTER Northport, L.I 
FURAGRE. Roger Wessel NOMINATION 

(No confirmation) P. O. Box 178 Clint Rankin 

Montrose, N. Y 1920 Overland Ave 

AREA REPRESENTATIVE Los Angeles, Cal 
ELECTION LEGAL SURVEY 

Chris Kopf Roy L. Hilliard Elenor Stone 

2015 Birch St. 4973 Sexton Rd 24 Bodwell Terrace 


Scotch Plains, N. J Chamblee, Ga 
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will assume responsibility for those committees defined as under his 
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SEND ALL CHANGES OF ADDRESS 
to 
Stanley H. Wertz, 1433 Railton Road 


Memphis, Tennessee 




















HAVE YOU 


RENEWED 
FOR '53 
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BE IN AT THE START! 


New! Revolutionary 
PORTABLE 
WHIRLPOOL BATH 


Now Exclusively Available 

to Qualified Representatives! 
\lter years of product and market research, this compact, 
portable whirlpool bath has been established as best for 
percussive massage with rhythmic vibrations. Hundreds in 
use by chiropodists, therapists, hospitals. Shown at all 
major conventions. Sells for a fraction of the cost of 
conventional models. 


For further information, Write: 


MONITOR "Aqua-Pedic™ 
2124 N. Lincoln Ave. Chicago 14 
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SEPTEMBER 1952 STATISTICS 
34,281 
NEW CASES OF POLIOMYELITIS 


in the 
United States of America 


WwW 


Have you contributed to the 1953 


MARCH OF DIMES? 


‘ 


<— 2 


Handicapped Driwerng 7 


UR CAR 


—SAFELY 
—EASILY 


with new 


Mechanical 


GAS & BRAKE FF 


CONTROLS 


$99.50" | 


KIT COMPLETE . 
CAN BE ASSEMBLED me 
IN 2 HOURS ee 
Here's the greatest develop t in handicapped driver 
controls. One lever does both operations—works both 
brake and gas—makes your car absolutely fool-proof. 
The slightest touch of your fingers now operates your 
car! Thirty years’ experience in building automatic clutch 
and brake controls have gone into this new development. 
CALL or WRITE for FREE PAMPHLET 
—be convinced! 





3716 QUEENS BLVD. 
LONG ISLAND CITY 
NEW YORK 


es Sane STillwell 4-6417 


brake specialists 




















The Fifty Three Membership Drive Is Gaining Momentum 


Membership Applications 
are Arriving at the Office of the Secretary 
at the Rate of Four a Day 


Have your four Associate Memberships been sent in yet? 
(See ten to get two) 
THERE IS STRENGTH IN NUMBERS. REMEMBER THE CHALLENGE. 


"EVERY MEMBER—GET FIVE" 











J.A.P.M.R.—Jan.-Feb. 1953 
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EARLY ISSUES NEEDED 
The Association will pay 50c for early issues. Many 
Libraries are requesting copies of the 1947-48-49 


issues. 


DO NOT RETURN ISSUES OF 1950-51-52 


Journals must be in good condition, or they will 


be returned. 






. | PRESTON 








ON OC 








PATRONIZE YOUR ADVERTISERS 
THEIR PURCHASE OF SPACE IN THE JOURNAL 
ACQUAINTS OUR MEMBERSHIP WITH THE 
BEST. 


(See the Directory, page 32) 














NOTICE TO MEMBERS 


The following proposals governing membership 


control were adopted unanimously at the meeting 
of the Representative Assembly on July 7, 1952 
at the Hotel Schroeder, Milwaukee, Wisconsin. 
They have been forwarded to the constitution 
committee and are to be incorporated into the 
by-laws of the association. They have gone into 
etfect as of October |, 1952. 


lf a member fails to renew and becomes delinquent sixty 
days after his expiration date, he must pay the penalty 
of one dollar plus his current dues if he renews within 
a six-month period. 


After the six-month period he must re-apply as a new 
member and satisfy any and all requirements for mem- 
bership, even if more stringent than at the time he orig- 
inally became a member. He must also pay the current 
year's dues plus the penalty of one dollar. 


lf a man decides to leave the field of corrective therapy, 
he may write a letter to the secretary and resign in good 
standing for a period of three years. He may be re- 
instated at any time within that period by making appli- 
cation and paying the current year's dues. After three 
years he may be reinstated by fulfilling the constitutional 
requirements for membership at the date of application 
for reinstatement and by payment of the current year's 
dues. 


SEND ALL APPLICATIONS FOR MEMBERSHIP TO 
STANLEY H. WERTZ, SEC'Y 
1433 Railton Road, Memphis, Tenn. 
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a COMPLETE LINE 


of Equipment for 


PHYSICAL MEDICINE 
and REHABILITATION 





CORPORATION 
NEW YORK 
U.S.A. 








ALL your needs supplied 
by ONE reliable source. 





REHABILITATION: Progressive Resist- 
ance Exercise Units; Walking Parallel Bars 
and Exercise Staircases of various designs; 
Invalid Walkers; Posture Training Mirrors, 
single and triple; Stall Bars; Pulley 
Weights; Shoulder Wheels; Shoulder Lad- 
der; Supinator-Pronator; various types of 
Bicycle Exercisers; Restorator; Kanavel 
Table; Manuflex, with the new “Gym Kit” 
for hand therapy; Ankle exercisers; Quad- 
riceps - Gastrocnemius-Footdrop Boots; 
Foldaway Jim, a gymnasium for the office 
or patient’s home; Sayre’s Headslings, with 
or without scales to measure amount of 
traction; Gymnasium Mats in various 
sizes, thicknesses and coverings; Crutches 
and Canes; Cerebral Palsy Equipment. 
PHYSICAL THERAPY: Whirlpools for 
every use; Hubbard Tanks; Paraffin 
Baths; “Moistaire” Heat Therapy Units; 
Hydrocollator Master Units and Steam 
Packs; Shortwave Diathermy, ‘“Hanovia”’ 
and other makes; Galvanic-faradic-sinu- 
soidal Generators; Hanovia Ultraviolet 
Lamps; Heat Lamps and Bakers; Ultra- 
sonic Generators; Treatment Tables; 
Timers. 

DIAGNOSTIC APPARATUS: Chronaxi- 
meters; Electromyographs; Dynamome- 
ters; Ergographs; Goniometers; Oscillo- 
meters; Thermocouples. 


NEW ITEMS OF INTEREST —— 


Literature On Request 





A powerful Mobile Whirlpool Carriage which 
gives full body or partial treatments in any 
bathtub or tank. 

PEO OU Go rsscicsssicrnerncenegege08 F.O.B. N.Y. 


Underwood Grip Restorer for graded resist- 
ance exercise of the flexors. 


IOI »scdcecciecebsccdovssseceteciterdustatpaaecttasenpidladarcieiecennictsssbecidel $19.50 














Send for your free copy of our illustrated Catalog 
No. P 1052. Inquiries invited. 


J.A.PRESTON coreorarion 





175 FIFTH AVE.-NEW. YORK 10,N.Y.° ORegon 4-9044 
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Consultants for Special Mechanical Equipment fo wd ‘Handicapped 





Original q 
Inventors j-, 
of Hand if Hf 
Controls ic 6 | 
for Autos fa 4 
“ 4 
Now im 
‘et 
Licensed = 
by the 5 
State of 
New York 
to Teach 
en 7 . . 
Driving e 
Drive your own car easily and safely with the new Go through narrow spaces and close quarters with 
Arnold Handicap control. Can be installed by any the Arnold width control. Can be attached to any 
mechanic. $44.95 by Mail Order. type folding wheel chair. $29.50 by Mail Order. 
Complete wheel chair repair 
and overhaul service. ARNOLD DEVICES, INC. " Roce hre -— — 
ppg: Boa stag TELEPHONE LE 2-5989 lis” ia 
ee ae A Service for the Handicapped 
AT 310 E. 34th ST., N.Y.C. * LONG ISLAND FACT. PHONE RAvenswood 9-3398 

















APPLICATION FOR ACTIVE MEMBERSHIP 


Association for Physical and Mental Rehabilitation 
(Mail to Stanley H. Wertz, 1433 Railton Road, Memphis, Tennessee) 


Name. : ——__ _.__ rapeseed by 

Address 2 a are ____Date_ 

Position eee Location. ee ee 
Education ee  ————————————<$ 


(college) (A major in Physical Education is required) 


Training and Experience in Physical Rehabilitation__ 
(One year under the direct supervision of a Medical Doctor is required) 


Signature of Applicant__ sili a= ie Tin nee a “ 





APPLICATION FOR ASSOCIATE MEMBERSHIP 


Association for Physical and Mental Rehabilitation 
(Mail to Stanley H. Wertz, 1433 Railton Road, Memphis, Tennessee) 


| ee a ee ee ee Oe 
ee eee ae ee eee ee Oe ey | 
Field of Interest. = 





Proposed by — _belilhiais silanes 








Signature of Applicant a ee ea ne we er 
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Folding 
Adjustable Walker 


vhs 


Sturdily constructed and easily con- 
trolled, Everest & Jennings Folding 
Wheel Chairs, Walkers, and Com- 


modes inspire complete confidence in | 
the user. Three of many fine Everest . 
P . ° Hollywood 
& Jennings aids for the handicapped. Bedside Commode 


See your dealer or send for free booklet on Invalid Aids 


EVEREST & JENNINGS 


761 No. Highland Ave., Los Angeles 38, Calif. 
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Classified Directory 





Price of Directory Listing for one year—6 issues—$10.00 





STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


j 
Biscuorr’s, LOLS Franklin St., Oakland 12, California 
Marie Hits. INe 145 Main St Hartlord 3, Connecticu 
\MEASSACHUSE EES SURGICAL, [Ne 20-4 Maple St.. Holvoke. Massachiusel 
Crospy Surcicar Co., LLL N. isth St... Omaha, Nebraska 
ARTHUR A. Bretiwan C.P.C.O., 44 William St., Newark 2, New Jersey Market 2-1335 
BURLINGION SurGiCAL Appiiancrs, S14 High St., Burlington, New Jers Burlington $-0052 
hiMirka DruG & Ciursiex Co., 157 Baldwin St.. Elmira, Ne York 6289 
Bowp CHa Rexrat & Sates, 592 Franklin St.. Bultalo, New York Cleveland 3335 
NATIONAL Hospriovu Surpry Co... INX¢ 8 Park Row, New York 7, Ne York Worth 2-4947 
PROFESSION AL SURGICAL SUpphy INc., 74-19 Roosevelt’ Ave., Jackson Heights 72, New York Havemver 4-0300 
JrrrNey-Freo Company, 1700 Main St.. Bulfalo 9, New Yor/ Garticld 1700 
Harowp Surrry Corv., 100 5th Ave.. New York Il, New York Chelsea 2-2500 
REHABILIFATION EotrrpMent Inc. 1533 York Ave., New York 21, Ne York Regent 7-7740 
} TAYFLOWER SURGICAL Stpprey Co., 2515 86th St.. Brooklyn, New York 
ALEXANDER SURGICAL Stpprey Co., 373 EK. Broad St.. Columbus 15, Olio MA-4860 
Briiever SURGICAL Supply Co., INc., 126-128N. Sth St, Reading, Pennsylvania 
itr Consox-Meirrias Co., 301 So. Tlth St. Philadelphia 7, Pennsyloania Pennypacker 5-3363 
BLACKWELID Matiress Co., 2610 Texas Ave... Lubbock. Texas 7962 
Pith Conson-MERRIAN Co., 703 ‘Transportation Bldg., Washington 6, D. ( National OO11 
Rorvwrrk Druc Co., 606 N. Broadway, Milwaukee 2, Wisconsin MA-8-091 1 
‘ DOPRELINGER’S SURGICAL & OrtHoprpic AppLiancrs, 252 8. W. Fond du Lac Ave. 
Milwaukee 6, Wisconsia H1-2-2525 
SALINA SICK Roow ReNts Servicr, RENTALS & Sates, L1G So. 5th St.. Salina. Kansas 
STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED 
A\bBbry Renis, 600 S. Normandie Ave., Los Angeles 5, California DU-4-5292;PL-2-3131; 
: CI-3-2101;S1T-4-1174; 
CR-1-2108;SY-6-9298; 
. ENX-4-3232 
Abbey Renis, 2841 8S. El Camino Real, San Mateo, Californea FI-5-5775 
\pBry Riwts, 1827 “J Street, Sacramento 14, California HU-4-9151 
\BBEY Rents, 1701 American Ave., Long Beach, California L..B.-6-6264 
\BBEY Rents, 2895 El Cajon Blyd., San Diego, California Talbot 1-815] 
ABBEY Rents, 1314 Post Street. San Francisco, California GR-4-2525 
\BBEY RENts, 2515 Broadway, Oakland, Caliofrnia HI-4-8181 
: \ppry Rents, 350 Brodway, Denver, Colorado PE-4-651 1 


\spry Rewes, 3510 8S. Ninth St Minneapolis 2, Minnesota Lincoln 8931 (Mpls.) 


Midway 6170 (St. Paul) 
\bBEY Rents, 4041 Broadway, Kansas City, Missouri 


Jefferson 5200 
Franklin 5700 
Filmore 5001 
Keystone 4416 
\BBEY Rents, 1000 Pike Street, Seattle, Washington Seneca 5040 


\ppry Rens, 2824 W. Fond du Lac Ave... Milwaukee 10, Wisconsin Uptown 3-2000 


\CME-ABBEY ReNIS, 3230 Washington Blvd., St. Louis 3, Missouri 
\BBEY ReNts, 1000 | surnside, Portland, Oregon 


Brest RENTALS, 2025 S. Shepherd Drive, Houston 2, Texas 


MANUFACTURERS OF QUALITY ARTIFICIAL ARMS AND LEGS 


STANDARD ARTIFICAL Line Co., Ive., 1902-04 Oline St.. St. Louis 3. Missouri Central 1156 


MEDICAL AND THERAPEUTIC SUPPLIES AND EQUIPMENT 


brea Corvoravrton, 220 West 42nd Street, New York Citv, New York 


Wisconsin 7-5644 
KEerrr AND Kerrr, INc., 874 Lexington Ave... New York Citv 21. New York 


lrafalga 9-1600 























if not delivered in 5 days 
return ft 
Stanley H. Wertz 
3524 Hester Avenue 
Memphis, Tennessee 
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APPARATUS FOR 


Lorre 


We 


Iherapy 


Porter Corrective Therapy Apparatus is caretully 


manufactured from designs based on the recommen- 
dations and experiences of authorities in the field. 
Many of the devices are standard equipment in Phys- 
ical Medicine Rehabilitation and Corrective Gym- 
nastic w¢ r| 

A catalog 


mailed on request yr therapists requiring special de- 


| 


1 1 
vices, Porter's engineering department is available for 


THE J. 


raCcreerYr At OFTAWA, 


rs t-es of 


at Tiniatwre 
state UNIVES 


wa City, Iowa 


containing these Ctandara items Will de 
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Views above and left show well-equipped rooms in the physical 
therapy department of Michael Reese Hospital, Chicago. Porter 
supplies stall bars, gym mats, chest weights and a wide variety 
of highly specialized corrective devices described in a catalog 


which is yours for the asking. 


working out new designs to meet new requirements. 

Backed by nearly a century of quality manufac- 
turing, The J. E. Porter Corporation is the world’s 
largest makers of gymnasium, playground and swim- 
ming pool equipment. The same reputation that has 
made Porter a famous name among schools, univer- 

ies and recreation leaders is. your assurance in the 
choice of Porter as a source for dependable Correc- 


tive Therapy Apparatus 


Send for your free copy of the Porter catalog of 
Physio-Therapy Apparatus, sent without obligation 
on request. 


E. PO RTER CORPORATION 


ERE R GTS 


CHICAGO OFFICE: 664 N. Michigan Avenue, Chicago 11, Phone: SUperior 7-7262 
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